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HE important relation that the seminal 
vesicles bear to a variety of systemic con- 
ditions is gradually being appreciated, and 

the medical profession is now being awakened to 
the realization that appropriate treatment of 
these important structures will frequently eluci- 
date many cryptogenic infections. For many 
years, in his numerous contributions on this 
subject, Fuller has repeatedly warned the medical 
world of the seriousness of the diseases of these 
organs, and has offered abundant proofs in his 
‘many cures, but, until very recently, there has 
been apparent lethargy on the part of the pro- 
fession to accept his conclusions. He is now 
getting his just recognition. Recent contribu- 
tions on this subject by Billings, Cabot, Barney, 
Squier, and others serve to substantiate Fuller’s 
claims, and these organs are now becoming the 
cynosure of the urologic eye. 


ANATOMY AND PHYSIOLOGY 

The gross anatomy of the seminal vesicles and 
their ducts is so familiar that time will not be 
consumed in giving a detailed description; I 
wish, however, to direct attention to the important 
canal system of these structures, which has been 
so beautifully demonstrated by Pallin, Picker, 
Barnett, and Belfield. Pallin in rgo1, in a re- 
view of 20 cases which he had studied by means 
of the corrosion method, divided the vesicles into 
(x) those with a partly convoluted main channel 
and (2) those with the main channel markedly 
convoluted; and he further subdivided these 


according to the diverticula. More recently, 
Picker in a study of 150 subjects by means of 
collargol or bismuth-paste injections, has been 
able to classify five types of vesicles: 

1. Simple straight tubes. 

2. Thick twisted tubes with or without diver- 
ticula. 

3. Thin twisted tubes with or without diver- 
ticula. 

4. Main tube, straight or twisted, with larger 
grapelike arranged diverticula. 

5. Short main tube with large irregular ramified 
branches. 

The seminal vesicles receive a large blood sup- 
ply from the middle hemorrhoidal and the infe- 
rior vesical arteries, which enter at their upper 
outer poles. This is extremely important to 
know in attempting vesicle enucleation. It is 
also important to know that just in this locality 
the vesicle is in its closest relation to the ureter. 
The veins run a similar course to the arteries, the 
nerves being derived from the pelvic plexus. 
Barney has also found, in two specimens, nerve 
fibers in the tissue immediately surrounding the 
vesicle. The lymphatics drain into the glands 
along the iliacs. Belfield has shown that the 
vesicles and vas normally accommodate about 
from 4 to 6 cubic centimeters. Other observers 
have reported from 3 to 10. The vesicles are 
composed of a dense muscular wall, made up of 
an inner and outer longitudinal and middle, cir- 
cular coat, with numerous sympathetic ganglia 
arranged around the periphery. They are lined 
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with cylindrical epithelium in the young — 
cuboidal or flattened in the aged. Another im- 
portant composition of the vesicles is a dense 
elastic tissue surrounding its many cavities. In 
the young, the vesicles are smaller and much more 
simple than in the adult, and the elastic tissue is 
found in a much smaller quantity. 

It has been proved without question that the 
seminal vesicles are not only reservoirs for semen, 
but serve a much more important function — the 
secretory function. Their secretion adds one 
of the important constituents to the seminal 
fluid. The secretory activity of the cells of the 
vesicles has been demonstrated by the staining of 
Benzley, by which the cells are demonstrated to 
contain numerous mitochondria. Another im- 
portant function of the seminal vesicle is that of 
expulsion, which makes it an important factor in 
the act of ejaculation. De Bonis found in rats, 
bats, and guinea pigs considerable inactivity not 
only after castration, but during hibernation; but 
during sexual excitement, the cells showed marked 
activity; the seminal vesicles, therefore being, as 
Barney cleverly puts it, indissolubly inter- 
dependent and forming with the prostate a 
procreative triad essential to posterity. Huet 
has shown that the seminal vesicle is also an ex- 
cretory organ. He has found bacteria in the 
secretion of vesicles from healthy animals, and 


moreover, in animals dying of acute sepsis, he has 
found the specific organism in the secretion. 
This may be an important fact in the transmis- 
sion of syphilis. 


PATHOLOGY 

The great frequency with which the seminal 
vesicles are subjected to infections makes them 
bear an important pathological significance. It 
has been shown that go per cent of gonorrhceas 
become posterior and that go per cent of these 
cause involvement of the seminal vesicles. Many 
claim that the vesicles are much more easily 
involved than the prostate; this is not conceded 
by all, nevertheless without question in the 
great majority of deep urethral infections, they 
are involved. This infection, which is initially 
an intra-semivesicular process, which may be 
acute, subacute, and later chronic, is almost 
always associated with a degree of perivesicu- 
lar involvement of the surrounding structures. 
The inability of an infection thus engrafted 
to receive natural intra-urethral drainage, 
makes it next to impossible for a lesion to 
become completely cured when left to nature. 
There is also associated a coincident infection in 
the prostate. In the acute infection of the 
vesicles, the gonococcus is almost always the 


‘exudate. 
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cause, but in the chronic infection the gonococcus 
is rarely ever found. Squier in a series of bac- 
teriological investigations on the seminal fluid 
from chronic infections, obtained negative find- 
ings from his cultural studies. Cabot and Bar- 
ney also received sterile cultures in several cases 
examined. They, however, found a culture of 
intracellular diplococci in one case. Voelcker 
has observed the pneumococcus, and Picker the 
pneumococcus and also the gonococcus. The 
other organisms which have been observed are 
staphylococcus, streptococcus, colon and tubercle 
bacillus. It seems probable that with advanced 
and improved technique, it will be found that 
many of the reported sterile cultures will contain 
organisms, particularly the colon bacillus. Dr. 
Hugh Greely of Boston in examining a pathologi- 
cal specimen for Doctor Cabot, found in tissues 
of the seminal vesicles, by the technique of 
Rosenow, an unknown bacillus, resembling bac- 
teriologically the bacillus of Ducrey. This is a 
very important discovery and may eventually 
lead to a more accurate knowledge of the bacteri- 
ology of these organs. 

The gross pathology of chronic inflammatory 
lesions of the seminal vesicles is quite variable. 
They may be large, firm, and distended with ob- 
structed ducts and abscess formations. They 
are usually, however, involved more particularly 
in a perivesicular infiltration, so that one may not 
be able to outline the confines of the vesicles 
because of their being matted down with a plastic 
In fact, operative experience in acute 
seminal vesiculitis, in which the rectal touch has 
seemingly demonstrated swollen vesicles and 
supposed abscesses, has shown that the vesicles 
in such cases are not distended with pus, but the - 
process is usually one of perivesicular infiltration. 

Our chief acquaintance with the pathology of 
these organs has been gained by means of injec- 
tions and X-ray photographs. Belfield, several 
years ago, by means of vasostomy and filling the 
vas and vesicle with collargol, and simultaneously 
taking an X-ray picture, showed the vesicles to 
be very convoluted structures. This has been 
further demonstrated by Cabot, Barney, Schmidt, 
Kretschmer, Fuller, and others. These photo- 
graphs show that the majority of the inflamma- 
tory, chronically infected vesicles, particularly the 
ones which we have been unable to cure by local 
measures, such as massage and topical applica- 
tions, are made up of many diverticular sacs 
emptying into the main channel by very narrow 
constricted orifices, making natural drainage 
almost an impossibility. 

Cabot and Barney have studied the pathology 


of vesicles removed by autopsy and state that in 
many cases dissection was a matter of shelling out 
the vesicle from its capsule; these were micro- 
scopically normal, but usually dissection was 
difficult owing to dense adhesions. They have 
observed that scar tissue is almost always found 
more abundantly at the lower end of the vesicle 
and the vas, which results in an artificial union of 
these structures. Many claim that the vesicle 
and vas are always involved in the process, so as 
Barney states, if one vesicle is involved its fellow 
may be safely accused. The inflammatory vesicle 
usually presents a greatly thickened wall and the 
muscle bundles are replaced by connective tissue. 
There are frequently areas of round-cell infiltra- 
tion scattered throughout the section. 

The seminal vesicle bears an important patho- 
logical significance, also, on account of its proxim- 
ity to the ureter. Young, Squier, and Voelcker 
have reported cases of renal infection due to 
ureteral stricture secondary to the vesicles. 
Injuries and wounds of the seminal vesicles are 
exceedingly rare. Gueillot (quoted by Keyes) 
reports one authentic case of accidental wound 
which was due to fracture of the ischium. In- 
juries of the ejaculatory ducts are quite common 
during the course of a prostatectomy, particularly 
in the hands of the unskilled. Calculi occur quite 
frequently. Primary tumors are exceedingly 
rare. Ceelen reports a case of fibromyoma. In 
his review of literature he found four cases of 
cancer and one case of sarcoma, the latter de- 
scribed by Zahn. Cancer of the seminal vesicles 
is exceedingly common, but it is almost, if not al- 
ways, secondary to cancer of the prostate. 

Concerning the omnipresent tuberculosis, which 
is one of the most important diseases of the semi- 
nal tract, there has been great diversity of opin- 
ion. It has almost always been accepted that 
tuberculosis of the seminal tract had its origin in 
the epididymis, the vesicles being secondarily 
involved, and with very few exceptions this idea 
still prevails. Halle and Motz in 53 cases of 
urinary tuberculosis found the vesicles involved 
in{38 — 11 times unilaterally, 27 times bilater- 
ally. Saxtorph has found isolated tuberculous 
lesions in the seminal vesicles 7 times in 205 cases. 
Tuberculosis of the seminal vesicles may be of the 
miliary type, this, however, is exceedingly rare. 
There may be a nodular tuberculosis, charac- 
terized by large tubercle formations. The most 
frequent type, however, is the massive infiltrated 
tuberculosis, the vesicles being transformed into 
a dense mass of connective tissue with caseation 
and areas of softening. With such a process 
involving the vesicles, the prostate is almost 
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always similarly invaded. The tuberculous 
changes in the vas are similar to the changes in 
the vesicles, being marked by nodular, hard, 
infiltrated areas. This nodulation is most 
marked at the two ends of the vas and is quite 
distinctive of tuberculosis. 

Before undertaking a description of the many 
surgical methods which are employed for relief 
of diseases of the seminal vesicles, we will briefly 
consider the protean aspects in the symptomatol- 
ogy of diseases of these structures. It seems 
difficult to get the general profession to realize 
that these important organs in the male economy 
are subject so frequently to infections. If they 
will consider their location—next a filthy rectum, 
at the gateway between the genital and urinary 
systems through which bacteria so frequently 
pass—they must be convinced of their importance. 
A short summary of the various symptoms is as 
follows: various chronic discharges; many chronic 
bladder distresses; the numerous referred pains 
in the back, sacral region, hips, legs, perineum, 
groins, testicles, and penis; recurrent epididymitis 
and sexual derangements; a vast array of joint 
processes of an infectious nature, such as articular 
rheumatism, rheumatoid arthritis, arthritis defor- 
mans, and hypertrophic arthritis; numerous renal 
and cardiac complications, digestive upsets, and 
an array of nervous and mental manifestations 
which are almost inconceivable. 

If the profession will make an attempt to 
thoroughly investigate these structures when any 
of the above lesions are present, it will find to its 
satisfaction that many of the above disorders 
may be effectively cured. 

The great majority of chronic inflammatory 
processes in the vesicles are capable of being 
clinically cured without surgical means. Rou- 
tine massage and applications usually effect a 
prompt amelioration. There are a few cases, 
however, in which after conscientious local, 
palliative treatment, our efforts prove fruitless; 
these cases are the ones mentioned previously 
which present numerous diverticula and severe 
inflammatory infiltrations which will not soften 
and drain. These cases require surgical measures 
for their relief. 

Squier in his recent article sums up the surgical 
indications in three words: pus, pain, and rheu- 
matism. (1) Under the first he includes (a) the 
acute cases, developing in the course of gonorrheea, 
often mistaken for prostatic abscess, in which the 
perivesiculitis simulates prostatic enlargement; 
(b) cases of recurrent epididymitis following acute 
urethritis and vesiculitis; (c) cases of chronic 
vesiculitis which simulate spermatorrhoea; and 
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(d) those in whom the discharge from the urethra 
occurs during defacation and who have resisted 
faithfully carried out non-operative treatment. 
(2) Under pain he includes the various referred 
symptoms mentioned in a previous paragraph. 
He reserves surgery, however, for cases which 
resist local treatment. (3) In the rheumatic 
group he includes acute, subacute, chronic, and 
the deforming types of arthritis in which a definite 
relationship can be determined between the joint 
and the vesicle. Fuller has reported an astound- 
ing number of cures in chronic joint involvement 
by means of seminal vesiculotomy. Cabot would 
reserve operations on the seminal vesicle for cases 
of crippling arthritis. 

Concerning tuberculosis of the seminal tract, 
opinions differ. As tuberculosis is generally 
secondary to an epididymitis, epididymectomy is 
the operation which is usually employed, and 
most operators believe that the vesicles, under 
proper hygienic and tuberculin treatment, get 
well. The method of treating the vas differs 
with different operators: some remove it only to 
the external ring, some open it to the canal and 
follow it as far as possible; other more radical 
surgeons believe in excision, not only of the epi- 
didymis and vas, but also of the corresponding 
vesicle; some of the even more radical add to 
this surgical mutiny the ablation of the prostate. 
At this time, we feel that the general profession 
does not regard seminal vesiculectomy for tuber- 
culosis a wise surgical procedure. Some surgeons 
practice injecting the vas with antiseptic solutions 
for their beneficial effect on the vesicular cavities. 
For this, argyrol and collargol have been most 
frequently employed. This is of questionable 
value. As carcinoma of the seminal vesicle is 
practically always secondary to carcinoma of the 
prostate, it is removed in conjunction with the 
prostate in the so-called complete prostatectomy 
in which the vesicle, prostate, bladder neck, and 
membranous urethra are removed in foto. This 
applies only to early carcinomatous processes in 
the vesicles. 

SURGERY 

We shall now attempt to give a summary of 
the various operative techniques on the vesicles. 
These may be divided into: vasotomy with in- 
jections of the vesicles, vesiculotomy, and vesi- 
culectomy. Vasotomy, heralded by Belfield, has 
been employed by him in many cases of vesiculitis. 
It does not at present seem to have a substantial 
hold on the profession in the surgery of these or- 
gans. He has reported excellent results and 
others have corroborated his statements. The 
technique is simple, consisting in making a small 
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scrotal vasotomy and allowing argyrol, collargol, 
or some other solution to find its way into the 
cavities of the vesicles. Owing to its simplicity 
it seems to be an operation which should be more 
frequently employed, and seems indicated par- 
ticularly in many of the chronic discharges which 
are not benefited by local treatment. After the 
injection the wound may be closed entirely, or, 
as Belfield practices it frequently, a tube may be 
left in the vas for repeated injections. 

Seminal vesiculotomy and vesiculectomy may 
be performed either perineally or through the 
ischiorectal region. ‘The perineal approach is by 
far the most commonly employed. The usual 
steps are as follows: with the patient in the 
lithotomy position, a Y-shaped incision is made 
somewhat similar to Young’s perineal incision for 
prostatectomy; the apex of the prostate is ex- 
posed, then there are various modifications by 
different men. In order to bring down the vesi- 
cles, Young uses a tractor similar to the one he 
employs in prostatectomy work, excepting that it 
is longer and passes directly into the bladder from 
the meatus. By means of rotating this instru- 
ment against the symphysis, he is able to bring 
the vesicles nicely into the wound, and he is at 
liberty to undertake whatever he deems necessary. 

Squier, after exposing the apex of the prostate, 
and by traction, is able to pull the vesicles down 
for a satisfactory exposure. After the apex of 
the prostate has been exposed, and either the 
tractor or the tape is inserted, the prostate is 
brought into the wound and the rectum separ- 
ated, dissection being between the two layers of 
Denovillier’s fascia. When the vesicles are ex- 
posed they will be found to be covered by the 
same fascial layers which cover the prostate. 
These must be divided before the vesicles can be 
attacked. After division of the fascia, the 
prostate, vesicles, and vas can be examined. 
There is usually a perivesicular exudate which 
occasionally makes exposure difficult. One can 
then open and drain the vesicles in any place 
desired, or can remove any part of the vesicular 
wall which may seem necessary. It is very fre- 
quently necessary also to incise the ampullz of 
the vasa. This operation should be used on both 
vesicles and vasa. After one has incised the 
vesicles, he may consider his operation complete, 
or he may drain the prostate also at the same time 
if it seems advisable. Tubes and gauze drainage 


are used. The gauze should be placed into the 
incised cavities and the tube down to this region. 
The wound is partially closed by bringing together 
the levator ani muscles with catgut, and the skin 
with either catgut or silk. 


| 
| | 
| 
| 
| 
| 
| 


— = 


— 


CAULK: SURGERY OF THE SEMINAL VESICLES AND THEIR DUCTS 469 


Fuller’s operation which was the first to be done 
on the seminal vesicles and the one which has 
been used probably more than all the others com- 
bined on account of the numerous operations which 
he has done, is an entirely different exposure from 
the one above described. He places his patients 
on a flat table in the knee-chest posture, with 
knees well separated, thigh and knee-joints 
sharply flexed, with an attendant at either side of 
the patient to maintain the position. Originally 
he used a rectal tampon, but latterly this has 
been discarded. His incision consists of two 
divergent cuts on either side of the anus. This 
incision is deepened through the fat and fascia, 
care being taken in deepening the transverse 
incision to keep far enough away from the anus so 
as not to injure the sphincter. The forefinger is 
inserted into the rectum, with the ball of the finger 
pressing down against the anterior rectal wall. 
He then cuts through the levator ani muscles and 
the visceral layer of the pelvic fascia. The finger 
also acts as a guide to prevent rectal injury. He 
then enters the space between the prostate and 
the rectal wall by blunt dissection with the finger. 
Fuller states that by this process of dissection it 
is easy to separate the rectal wall from the 
seminal vesicles and posterior wall of the bladder. 
After this is done, a grooved director is passed 
under the guide of the index-finger to the tip of 
the seminal vesicle. A scalpel is then passed in 
the wound, and the tip of the vesicle opened. 
This incision is then divulsed with the finger and 
the vesicle laid open. Fuller says that this 
operation is not bloody and no vessels require 
ligation. The cavities of the vesicles are packed 
with gauze and two soft rubber drainage tubes 
inserted between the gauze and the rectal wall. 
The wound is partially closed. The gauze is 
removed at the end of the fifth day, the drainage 
tubes on the ninth or tenth day. ‘This operation, 
which has accomplished a great deal in the hands 
of its originator, is done entirely by the sense of 
touch, and is one which does not appeal to the 
average surgeon when he realizes that the field 
can be so completely exposed by the operation 
previously described. 

The operation proposed by Voelcker which he 
claims gives the best approach, is through the 
ischiorectal fossa. The patient is placed on the 
abdomen, an incision made near the coccyx and 
passed through the ischiorectal fossa behind the 
beginning of the sacrum. In the first layer, the 
undermost part of the gluteus maximus muscle 
will be cut through with the ligamentum tuberoso- 
sacrum. In the second layer the levator ani 
muscle and the pelvic fascia appear, which cover 


the rectum, prostate, and bladder. In this layer, 
numerous veins are to be seen, and a clean incision 
is made in the fascia between these vessels. One 
can draw the rectum away from the posterior 
part of the bladder, exposing first one, and then 
the other seminal vesicle. In this way, Voelcker 
states that free access to the vesicle is given and 
one can either incise or remove according to the 
indications. He has operated on the seminal 
vesicles by this method with no mortality. He 
observed no trouble with the healing of the 
wound but one hemorrhage occurring in his 
experience. 

Any of these operations can be employed for 
removing the vesicles and ampulla of the vas, 
seminal vesiculectomy. As the vessels come to 
the upper and outer pole, it is always well to be- 
gin the dissection in this locality and ligate the 
vessels first, then the vesicle may be shelled out 
of its bed, dependent upon whether or not there 
are dense adhesions, otherwise seminal vesiculec- 
tomy is the same as the previous operation. The 
perineal method has been employed by Cabot, 
Barney, Young, Squier, Legueu, Gueillot, and 
Ullman; the parasacral by Schade, Routier, and 
Rydygier. 

Seminal vesiculectomy may be done by the 
inguinal route according to the method of Vil- 
leneuve, Baudet, and Duval. These authors in- 
cise the inguinal canal, open it throughout its 
length, then open the transversalis fascia and 
strip the peritoneum up until the vas is reached. 
This canal is followed to the tip of the vesicle by 
gentle traction. The vesicle is then seized with 
a forceps and removed. ‘This operation is more 
complex and difficult, in that it is more likely to 
prove dangerous to the peritoneum, ureter, and 
pelvic plexus, as exposure is difficult. 

Another method is the suprapubic approach, 
which was reported by Young in 1goo in the 
Annals of Surgery. With a midline suprapubic 
incision, the bladder is opened, and the ureters 
catheterized. Rectovesical — the peritoneum is 
stripped back from the bladder and the vesicles 
are reached in this manner. This operation is 
more complex and is not employed in the chronic 
inflammatory conditions, even by its author, who 
finds perineal approach much more adequate and 
simple. We have been unable to gather definite 
mortality statistics, but from personal communi- 
cation with many, it is certain that the mortality 
is practically nil. Injury to the rectum has not 
been striking. There is, however, one decided 
consideration in operations upon the vesicles, and 
that is the crippling of the sexual powers in many 
cases. There have been many cases of impotence 
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occuring after these operations. This makes the 
more conservative surgeons loth to undertake the 
operation, reserving it for cases which have 
resisted all other treatment, or for cases of de- 
forming arthritis. We have no statistics as to 
the comparative effects of vesiculectomy and 
vesiculotomy on the sexual powers. 

The operations upon the vas deferens are usual- 
ly those done in conjunction with other operations 
upon the genital tract, particularly in conjunction 
with epididymectomy. The principal operations 
upon the vas are: vasotomy, vasectomy, vaso- 
vasotomy, vaso-epididymotomy, and ligation for 
recurrent epididymitis. 

Vasotomy is employed either for diagnosis or 
treatment. It has been used by Belfield, Cabot, 
Barney, Schmidt and Kretschmer, and many 
others for injections of silver solution into the 
vesicle in order to determine the pathological 
changes by means of the X-ray. Schmidt and 
Kretschmer have used skiography of the vas after 
the insertion of silver wire. Vasotomy for treat- 
ment of the seminal vesicles is employed particu- 
larly by Belfield. 

Vasectomy has created considerable turmoil in 
the last few years from a medicolegal standpoint, 
particularly in reference to sterilization of the 
unfit. Doctors Sharp of Indiana and Bogart of 
Texas have been the most ardent advocates of 
vasectomy as a method of preventing the repro- 
duction of criminals, degenerates, and defectives, 
and it is to be hoped that their ideas will be more 


universally accepted by the various states in the - 


Union. The technique is very simple, done 
without any anesthesia, even local. A small 
scrotal incision is made; the vas is isolated, 
ligated, and cut. The wound is dressed without 
suture. There is no mortality, and sterilization 
is sure. In 1900 Reginald Harrison proposed 
vasectomy as a means of relief for prostatic hyper- 
trophy, and reported apparent success. His 
method was followed temporarily by other sur- 
geons, but its death was soon pronounced and it 
has passed into oblivion. 

In anastomosing the vas following injury or 
after excision of stricture, Christian and Sander- 
son have reported a satisfactory result by placing 
a piece of catgut in the lumen before closure. 
They claim that this prevents the tendency to 
stricture. 

Vaso-epididymotomy, proposed by Doctor 
Martin of Philadelphia for the cure of sterility, is 
the most important surgical operation on the vas. 
The operation is of course not serious, but ex- 
tremely delicate and not always effective. The 
technique as described by its author is as follows: 


Before the operation is undertaken, strictures, 
posterior urethral lesions, and chronic inflamma- 
tion of the seminal vesicles and vas should be 
cured. The patency of the vas from the epi- 
didymis to the prostatic urethra should be 
assured by an injection into the lumen of the vas 
of a watery emulsion of inert pigment which, 
when passed with the urine or expressed by 
massage of the vasal ampulla, may be recognized 
readily. This preliminary operation may be 
accomplished under local anesthesia by means of 
either an ordinary hypodermic syringe, the needle 
of which is blunt, or the syringe used by oculists © 
for washing.out the lachrymal duct. The vas is 
held just beneath the skin by the fingers of an 
assistant; the line of incision is infiltrated; the 
vas is exposed, slit longitudinally, and from 20 to 
30 drops of the injection are driven in. A large 
injection is likely to occasion severe pain at the 
base of the bladder (Belfield). If the pigment 
does not appear either in the urine, in the 
seminal discharge, or as a result of massage, 
anastomosis between the vas and epididymis will 
be futile. 

The writer believes it is better to cut the vas 
obliquely, split it upward for a quarter of an inch, 
and sew this wide-stretched lumen to the opening 
made, either in the epididymis, or, if spermatozoa 
are not found there, in the testicle. The micro- 
scopist should be at hand to examine the fluid 
which exudes from the epididymis when it is 
opened. This opening is made by the pinching 
up of a very small portion of it in a pair of con- 
junctival rat-tooth forceps and snipping this por- 
tion off with a pair of eye-scissors curved on the 
flat. Usually a little blood and yellowish fluid 
will exude. This, taken up on a cover glass, will 
show innumerable spermatozoa. If spermatozoa 
are not present, other openings must be made 
into the epididymis or testicle until spermatozoa 
are found. The anastomosis between the cut 
ends of the vas and epididymis may be made by 
means of four sutures carried by fine curved eye- 
needles. Either silk or fine silver wire answers 
the purpose well. The suture is carried from 
without into the wall of the vas, and from within 
out of the wall of the epididymis. The tying 
down of the sutures completes the anastomosis. 
The approach to the epididymis and vas is made 
through the posterior scrotal wall. It usually 
does not require the application of a single liga- 
ture. The veins should be carefully avoided; 
otherwise troublesome and painful thrombosis 
will develop. Doctor Martin and others have 
reported satisfactory cures. Doctor Hagner of 
Washington reports an anastomosis of the vas 
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of one side to the globus major of the other side 
in a patient who had had a meme double vaso- 
epididymotomy. 
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GENERAL SURGERY 
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OPERATIVE SURGERY AND TECHNIQUE 


Ewing, J.: The Incision of Tumors for Diagnosis. 
N.Y. M.J., 1915, cii, 10. 

The author presents some of the conclusions 
which he has reached regarding the indications for 
microscopical study of tumors before operation. 
They are as follows: 

1. The careful excision of a small piece of a 
malignant tumor by a sharp scalpel need not as a 
rule tend to disseminate or aggravate the disease. 
Dissemination of tumor-cells requires — sufficient 
force to propel the cells along lymph-vessels or 
the opening of blood-vessels into which tumor-cells 
may be carried. 

2. Incision through the unbroken skin is seldom 
admissible for the sake of diagnosis. The skin is 
the chief protection against infection which, when 
once established in a tumor, greatly aggravates 
the disease. It is especially to be avoided in 
sarcomata of bones, muscle, and fascia, tumors of 
the breast, and in all growths in which incision of 
the skin also involves incision through a tumor cap- 
sule. In all such cases, wherever possible, it is 
better to remove the entire tumor by an incision 
which permits of enlargement for a more extensive 
operation. An exception to the rule of the invio- 
lability of the skin is found in tumors of lymph-nodes. 

3. The clinical history is an essential basis for 
the correct interpretation of microscopical structure. 

4. The prognosis of a tumor may to a consider- 
able extent be based on the microscopical structure. 
This assertion may be successfully maintained just 
to the extent that the pathologist is able to inter- 
pret the clinical diagnosis from the microscopic 
section. 

5. The use of frozen sections, while occasionally 
of decisive value, encourages hasty conclusions and 
readily leads to error. It is probably most often 
employed in operations on the breast where it is 
very prone to mislead. It should be replaced as 
far as possible by the gross examination of the whole 
tumor, which in the great majority of cases yields 
signs of malignancy or of benign qualities which are 
quite as conclusive as microscopical pictures. 

6. No rigid rules can be safely followed in regard 
to when to remove a portion of a tumor for diagno- 
sis. The conditions surrounding the growth of 
tumors are so variable that each tissue and organ 
must be considered by itself. Epwarp L. Cornett. 


Crile, G. W.: The Two-Stage Operation for Cancer. 
Interst. M. J., 1915, xxii, 722. 

In tabulating the end-results of 1,000 operations 
for carcinoma of the abdominal viscera from the 
statistics of Bunts, Lower, and his own work at the 
Lakeside Hospital, Crile is impressed by the number 
of deaths that are explained in no way by the 
patients’ apparent condition before operation. 
These cases die with a succession of symptoms, in 
general as follows: loss of vitality, thirst, anorexia, 
depression, drowsiness, unconsciousness, and finally 
death in spite of the fact that the operative wounds 
are healing normally. 

Laboratory researches offer a solution of these 
sequela. The author has shown that the stimuli 
which activate the organs which comprise the kinetic 
system, namely, the brain, adrenals, liver, thyroid 
and muscles, increase the hydrogen-ion concentra- 
tion, or in other words, the acidity of the body. 
The normal reaction of tissues is alkaline and life 
is incompatible with a neutral or acid condition. 
In life the acid by-products of energy transforma- 
tion are neutralized by the alkalies received from 
the food. In periods of stress during overwhelming 
activation the body-bases are unable to neutralize 
the excessive acid by-products sufficiently. Given 
a kinetic system already damaged by a long illness, 
the test imposed upon it is beyond its power of 
recuperation — hence death. a 

Carcinoma is one of the principal factors in this 
damage to the brain, adrenals, and the liver, so 
that in cancer cases the acid by-products resulting 
from the trauma of the operation, the anesthesia, 
and from the emotional stimuli, might readily 
overwhelm the vital organs concerned in acid 
elimination. In addition there is normally in this 
disease a loss of appetite, hence the intake of alkalies 
is below normal. In order to combat this tendency, 
food, water, glucose, and sodium bicarbonate are 
pushed before the operation. Every possible psy- 
chic aid should be employed to diminish the emo- 
tional stress incident to the operation. Nitrous 
oxide is used as an anesthetic rather than ether, 
as it causes less marked changes in the brain, 
adrenals, and the liver, and at the same time pro- 
tects them to a certain extent from surgical trauma. 
Anoci-association is employed throughout the op- 
eration, because operations done under this method 
show no increase in hydrogen-ion concentration. 

The author does not advocate the use of morphine 


472 


GENERAL SURGERY — SURGICAL TECHNIQUE 473 


in such cases because its action does more harm by 
inhibiting the activity of the acid neutralizing 
mechanisms than by hindering the formation of 
acid by-products. Sodium bromide is substituted. 

In the worst risks when acidosis is impending, the 
operation is divided into two stages so as to min- 
imize the strain of the operation and extensive 
wound repair. This is especially useful in cases of 
pyloric stenosis where a gastro-enterostomy is 
done at the first stage so the patient may be able 
to take nourishing food immediately. 

The two-stage operation makes possible also the 
differentiation of benign ulcers and cancer of the 
pylorus. The author advocates the two-stage 
operation in cancer of the rectum and also in cancer 
of the cervix. The two-stage operation for cancer 
of the larynx has been described elsewhere. 

The ease with which the patient goes through the 
first operation later gives him a sense of equanimity 
when he comes to the second, so he no longer dreads 
the ordeal. The nitrous oxide anesthetic has a 
marked part in this particular because the patient 
does not dread taking the gas, as there is an absence 
of unpleasant after-effects. Harry G. SLOAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


McDonald, E., McMullen, C. G., and Stanton, 
' E.M.: Sterilization of the Skin by the McDonald 
Solution. Surg., Gynec. & Obst., 1915, xxi, 82. 


Prevention of infection has always been the great 
aim of surgeons. The introduction of rubber 
gloves and the knowledge of their proper steriliza- 
tion was quite a step to this end. But the proper 
sterilization of the hands before their introduction 
into the gloves, and the preparation of the skin of 
the operating field has always been a problem. 

Scrubbing with soap, water, and brush and 
washing with ordinary disinfectants does not sterilize 
the skin. It merely reduces the number of bacteria. 

McDona _p, having made a bacterial study of the 
common methods of hand disinfection, which were 
proved to be inefficient, conducted a series of ex- 
periments extending over a period of ten years and 
finally found that a solution of commercial acetone, 
40 parts, denatured alcohol, 60 parts, and pyxol, 2 
parts, completely sterilized the hands within thirty 
seconds. This solution has more than forty times 
the germicidal value of carbolic acid. It is cheap 
and is non-irritating; it contains a fat solvent which 
causes the solution to penetrate. The results were 
controlled bacteriologically by contaminating the 
hands with a twenty-four-hour culture of one of the 
pus-forming organisms, allowing the culture to dry 
on and then disinfecting. The possibility of error 
in the bacteriological results from the antiseptic 
value of the excess of the solution was eliminated 
by washing in sterile water and plating the contam- 
inated water with a culture in water to prove that 
there was no antiseptic action to mask the result. 
It is possible by this method to completely sterilize 
the skin of the hands and of the field of operation 


within thirty seconds. Wounds of the skin made 
after this method of disinfection give more perfect 
healing than by other methods, as has been proven 
in the practice of several surgeons. It is possible 
to sterilize the hands so entirely and so quickly that 
rubber gloves are no longer necessary, because the 
hands can be re-sterilized after contamination in 
less time than it takes to remove dirty gloves and 
put on clean ones. The bacteriological results 
have been controlled by outside bacteriologists. 

McMULLEN describes his method of using the 
solution as follows: The field of operation having 
been prepared, if possible, the night before by shav- 
ing and washing with green soap, water, and al- 
cohol, it is then covered with a sterile towel and 
left until morning. At operation, the site is treated 
by rubbing with the McDonald solution for about 
two minutes. The hands of the operator and as- 
sistants are prepared by scrubbing with green 
soap, water, and alcohol, followed by a two minutes’ 
treatment with the McDonald solution. 

He states that during a period of eight months 
he operated upon 276 major cases prepared after 
this method with but 7 skin infections, a percentage 
of 2.54. These cases were as follows: 

1. Clean appendectomy. Mild skin infection. 

2. Inguinal hernia. Infection developed 16 days 
after operation, the pulse and temperature having 
been normal in the meantime. 

3. Abdominal hysterectomy. Skin infection. 

4. Bilateral purulent salpingitis. Infection of 
the space of Retzius occurred and was apparently due 
to spreading of infection from the tubes themselves. 

5. Cesarean section. A skin infection. This 
was a contaminated case, as the cervix had been 
gauze packed 48 hours before operation. 

6and 7. Cleanlaparotomies. These were done on 
the same day, and it was subsequently demonstrated 
that several operating-room nurses were suffering 
from sore throats, and the organisms recovered from 
their throats and from the wounds were identical. 

From his experience with McDonald’s solution, 
McMullen believes that it is the most efficient 
method of skin sterilization in use at the present 
time. It is non-irritating and does not burn the 
skin as often happened with the previous method of 
iodine preparation. Also, healing is accelerated 
about three days; a 10-day wound with this method 
appearing like a 13- or 14-day wound when iodine 
was used. 

STANTON asserts that the ideal solution for skin 
disinfection should fulfill the following conditions: 
It must have a high degree of bactericidal activity. 
It should be generally applicable on all skin surfaces, 
wet or dry, including the hands of the operator. It 
must be capable of penetrating the crevices of the 
skin and dissolving oily substances in the skin to 
reach buried bacteria. It must be non-irritating 
and at the same time it should not lower the power 
of resistance of the tissues, nor by its presence delay 
the processes of wound repair. Measured by these 
standards tincture of iodine is by no means an ideal 
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The etherometer, an apparatus for automatically ad- 
ministering anwsthetics. 


germicidal solution for skin sterilization; as a sub- 
stitute he recommends the McDonald solution. 

In his opinion the bactericidal properties of this 
solution equal that of a 4o per cent carbolic-acid 
solution, plus the germicidal action of the alcohol 
and acetone, or approximately ten times or more 
the germicidal strength of the tincture of iodine 
solution usually employed in surgery. The com- 
position of this solution is theoretically correct, 
containing a powerful non-irritating germicide, 
with a fat solvent capable of bringing the germicide 
in contact with the bacteria. The method of 
application is simple, as the fat solvent, acetone, is 
contained in the solution which can either be painted 


on the skin like tincture of iodine or the skin may be ° 


actually scrubbed with the solution which serves as 
an excellent cleansing medium. 

The solution is non-irritating, so that it can be 
regularly employed for disinfecting the surgeon’s 
hands as well as the patient’s skin. Water up to 
Io per cent or more does not interfere with its ac- 
tion. Hence it is possible to use it on wet skin 
surfaces, such as those recently lathered for shaving, 
or the operator’s hands after he has scrubbed them 
with soap and water. A point which deserves 
special emphasis is that the use of this germicidal 
solution does not interfere with the normal repair 
of surgical wounds. 

Stanton believes that his results since using this 
solution have been much better than when he used 
the iodine method, as regards the absence of in- 
fections and particularly as regards prompt wound 
healing without evidences of chemical irritation. 


ANZSTHETICS 


Montgomery, F.: The Etherometer, a Means of 
Mechanical Anesthesia. Am. J. Obst., N. Y., 
1915, Ixxii, 133. 

Montgomery describes a device for automatically 
administering an anesthetic and claims many 
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advantages for this method of mechanical anesthesia 
over the ordinary methods of administering an 
anesthetic by hand. 

He calls his invention the etherometer and de- 
scribes it as a simple apparatus working on the prin- 
ciple of the Vichy syphon. The anesthetic is 
discharged from the container through a long flexible 
tube to the face mask where it is diffused upon the 
gauze. The rate of flow is very accurately con- 
trolled by means of a valve and the amount of 
anesthetic that is passing to the mask may be ob- 
served through a glass sight feed at the top of the 
apparatus. 

The author tells of the advantages of carefully 
initiating an anesthesia and of maintaining con- 
stant percentages of vapor throughout the anesthe- 
sia, and calls attention to the fact that most 
patients after they are anesthetized require about 
the same percentage of anesthetic to keep them 
anesthetized. For this reason he maintains that 
mechanical anesthesia is ideal anesthesia. There 
are no abrupt changes. He believes that it is the 
rapid changes in percentage of anesthetic vapor. 
respired that cause many of the difficulties, such 
as excitement during early stages of anesthesia, 
retching and vomiting and mucous secretion. With 
the hand method the anesthetist never quite 
knows what percentage of anesthetic vapor the 
patient is getting, and if he is giving a light anzsthe- 
sia he is liable to let his patient come out. The 
author states that by his mechanical method with 
the etherometer there is no guess work and that no 
matter how lightly the patient may be anesthetized 
there is a feeling of security that the patient will not 
come out, because he is getting a constant percent- 
age of vapor. 

The author thinks that the vapor method as 
ordinarily practiced by means of a bottle contain- 
ing the anesthetic through which air is passed by 
a foot or hand pump, is unsatisfactory because there 
is a varying percentage of vapor obtained in this 
way. 

Montgomery states that while his apparatus is 
primarily for the scientific administration of an 
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anesthetic it is a labor-saving device and presents 
many advantages over the old method of holding the 
mask with one hand and administering the anes- 
thetic with the other. The hands are free. The 
jaw may be held up with both hands, the table 
may be adjusted without altering the anesthesia; in 
fact, after an anesthetic has been initiated very 
little attention is necessary. The author believes 
that if the operator has a knowledge of anesthesia, 
he might almost administer his own anesthetic 
without any fear of the patient being too lightly or 
too deeply anesthetized. The use of a long flexible 
tube makes it ‘possible to administer anesthetics 
in neck and breast cases without interfering with 
the operator or his assistants. 

Basing his conclusions upon over 400 anzsthesias 
administered with this apparatus, the author be- 
lieves that the mechanical method of administration 
of anesthetics is the best and most universally ap- 
plicable of all methods of anesthesia employed 
today. E. A. BULLARD. 


Graham, E. A.: Late Poisoning with Chloroform 
and Other Alkyl Halides in Relationship to 
the Halogen Acids Formed by Their Chemical 
Dissociation. J. Exp. Med., 1915, xxii, 48. 


The author recognizes the well-known fact that 
the prolonged administration of choloroform may 
be followed by certain well-marked morphological 
changes in the tissues, most conspicuous of which 
are oedema, fat infiltration, multiple haemorrhages, 
and necrosis of the central portion of the liver lobule. 

In this paper the view is developed that the 
changes characteristic of late poisonings with 
the above-named group, namely, oedema, multiple 
haemorrhages, fat infiltration, and necrosis are ascrib- 
able to acids and to the fact that the amount of 
acid formed parallels the chemical dissociability of 
the drug outside of the body. 

Favoring the view that acid is responsible for the 
changes are the following observations: 

1. All the characteristic features of late chloro- 
form poisoning have been produced merely by the 
administration of hydrochloric acid, except, how- 
ever, for a different distribution of the liver necrosis. 

2. The areas of central necrosis produced in the 
liver by the various substances under discussion 
give an acid reaction to neutral red. 

3. Sodium carbonate in a hypertonic sodium 
chloride solution markedly inhibits the production 
of the lesions. 

In favor of the view that the respective halogen 
acids play an important part are these facts: 

1. After the administration of some of these 
drugs there has been noted an increase of the neutral 
salts of the halogen acids in the urine, a fact which 
indicates that the corresponding halogen acids 
must have been formed somewhere in the body. 

2. The necrosis-producing powers of dichloro- 
methane, chloroform, and tetrachloromethane par- 
allel the amounts of hydrochloric acid which these 
substances theoretically can yield in their break- 
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down outside of the body. Likewise, the power 
to produce tissue changes exhibited by the ethyl 
compounds varies directly with the ease with which 
they form their respective halogen acids in vitro. 

3. Ether and chloral hydrate which do not yield 
halogen acid in their breakdown in the body likewise 
also do not produce necrosis. They induce only 
oedema and fat infiltration to a less marked degree. 

The suggestion is made that the halogen acid 
(hydrochloric, hydrobromic, or hydriodic acid), 
directly liberated in the process of dissociation, may 
be the important factor which makes the tissue 
changes seen in poisoning with chloroform and 
other alkyl halides so different from those following 
the administration of narcotic drugs of a different 
type. GeorceE E, BEILBy. 


Guerry, L.: The Avoidance of Shock During Sur- 
gical Operations. J. So. Car. M. Ass., 1915, xi, 
226. 


The most important theories concerning the 
causation of shock are as follows: 

1. The Yandell Henderson theory is that shock 
is due to a loss of carbon dioxide from the blood 
because of excessive breathing reflexly produced 
by painful stimuli, the so-called acapnia theory. 
The blood being so overcharged with oxygen, the 
necessity for breathing is temporarily suspended, 
when the time arrives for breathing there is not 
sufficient carbon dioxide available in the blood 
to stimulate the respiratory center. At the same 
time the blood-pressure falls and the rate of the 
heart beats increases. Death is due to a lack of 
oxygen, the store becoming exhausted. before the car- 
bon dioxide rises high enough to stimulate the center 
into activity again. 

2. The Boise theory holds that shock is due to 
cardiac failure. 

3. The contention of Meltzer is that oligemia 
is the real pathology of shock. 

4. Crile and Mummery contend that shock is 
an exhaustion of the vasomotor center due to 
excessive stimulation, whether due to trauma, 
fright, loss of blood, or mental anxiety. A number 
of competent observers have disputed their con- 
tentions as to the dilatation of the arteries and the 
exhaustion of the center during shock. 

It is apparent that none of these theories contain 
all of the truth, and probably all of them contain 
some of the truth. Further, it must be accepted 
that much can be done to prevent shock, but not 
very much to cure it. Consequently the fight 
against the condition must begin as soon as the 
patient comes under the surgeon’s care. 

The operation is not the most important thing, 
but rather a thorough understanding of the case 
and thorough preparation for the coming ordeal. 
The physical condition must be built up, mental 
anxiety and apprehension allayed, and the general 
condition brought to that margin of safety where 
the additional effect of an operation can be borne 
with a reasonable certainty of a successful outcome. 


| 


476 INTERNATIONAL ABSTRACT OF SURGERY 


At the time of operation a sixth of a grain of 
morphine with 1/150 grain of atropine is given 
before the patient is taken to the operating room. 
The anesthesia is begun with nitrous oxide and 
later changed to ether. Loss of blood must be 
carefully guarded against and the actual work must 
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Davis, G. G.: A Plastic Operation for Buyo Cheek 
Cancer in Its Early Stage; a Further Report of 
Buyo Cheek Cancer Cases. Surg., Gynec. & 
Obst., 1915, xxi, 48. 

The pathological condition which this operation 
aims to meet is an epithelioma on the buccal aspect 
of the cheek with regional metastasis in the sub- 
maxillary lymphatic glands. 

This epithelioma is common among the people 
of the Philippine Islands and is caused by long 
continued use of the buyo chew, which is a 
combination of the buyo leaf, betel nut, lime, and 
tobacco. 

The incisions employed in this operation may 
for convenience of description be divided into three 
groups: First, a cut is made from the angle of the 
mouth to the lower border of the ramus of the jaw 
and extending to the angle. The aim of this is 
to give access for removal of the growth within 
the oral cavity. A second circular incision is made 
on the side of the neck to form a flap with pedicle 
or hinge to cover the defect of mucosa caused by 
the removal of the growth and thus give an epithelial 
lining within the oral cavity. The third group 
of incisions is made lower down on the neck to form 
flaps to slide up and cover the area denuded by the 
turning up of the circular flap. 

This operation, of course, is only indicated in 
early cases when the growth is more or less limited 
to the mucous surface of the cheek. 

The result is good. The seventh nerve is not 
injured, the facial expression is preserved, and but 
a single line from the angle of the mouth mars the 
cosmetic appearance of the face. A high collar 
shields the neck scars. 


Cushing, H., and Goetsch, E.: Hibernation and the 
Pituitary Body. J. Exp. Med., 1915, xxii, 25. 


The purpose of this study by Cushing and 
Goetsch is to point out that a seasonal wave of 
physiological inactivity on the part of certain 
of the glands of internal secretion may well account 
for the phenomenon of hibernation. As a result 
of their studies they find that a train of symptoms 
coupled with retardation of tissue ,metabolism, 
with inactivity of the reproductive glands, not only 
accompanies states of experimentally induced 
hypophyseal deficiency, but is equally character- 
istic of clinical states of hypopituitarism. The 


be done as rapidly as possible. The author does 
not doubt that Crile’s method (local blocking of the 
operative area with novocaine) is useful and in 
many selected cases he uses it, but he believes it 
prolongs the operation time, and in the great major- 
ity of cases, is unnecessary. E. K. ARMSTRONG. 


HEAD AND NECK 


more notable of these symptoms are a tendency, 
in the chronic cases, toward an unusual deposition 
of fat, a lowering of body temperature, slowing of 
pulse and respiration, fall in blood-pressure, and 
oftentimes a pronounced somnolence. 

These symptoms bear a marked resemblance to 
the physiological phenomena accompanying the 
state of hibernation which have heretofore been 
unsatisfactorily ascribed solely to extracorporeal 
factors; namely, a seasonal deprivation of food and 
low temperature. 

In a series of hibernating animals (woodchucks) 
it has been found that during the dormant period 
histological changes are apparent in many of the 
ductless glands. The most notable of these changes 
occur in the pituitary body, as previously observed 
by Gemelli. The gland not only diminishes in size, 
but the cells of the pars anterior, in some animals 
at least, completely lose their characteristic staining 
reactions to acid and basic dyes. At the end of the 
dormant period the gland swells, and as the cells 
enlarge they again acquire their differential affinity 
for acid, basic, and neutral stains, and at the same 
time karyokinetic figures may appear. 

On the basis of these observations the authors 
believe that hibernation may be ascribed to a 
seasonal physiological wave of pluriglandular in- 
activity. The essential réle may perhaps be 
ascribed to the pituitary body, not only for the 
reason that the most striking histological changes - 
appear in this structure, but also because depriva- 
tion of the secretion of this gland alone of the entire 
ductless gland series produces a group of symptoms 
comparable to those of hibernation. 

GeorcE FE. 


Kiipferle and Szily, A. von: Radiotherapy in Tu- 
mors of the Hypophysis (Uber Strahlentherapie 
bei Hypophysentumoren). Deutsche med. Wchnschr., 
1915, xli, grt. 

Kiipferle and von Szily describe a case of tumor 
of the hypophysis in a man of 65. The first ex- 
amination showed atrophy of both optic nerves, 
beginning concentric limitation of the visual field, 
and hemianopic pupil reaction. A month later 
the tumor was removed through the orbit; the 
tumor was malignant and it was impossible to 
remove all of it. After about six months vision 
began to fail rapidly and the réntgen shadow of the 
tumor increased in size. Radiotherapy was begun, 
but in spite of the treatment sight kept on failing 
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until the patient lost his sight entirely. Treatment 
was kept up, however, and after about two months 
the sight began to return. His sight is good now and 
the pupil reactions are normal; this condition has 
persisted for 7 months. External treatment was 
given with hard filtered X-rays, several fields being 
irradiated at once and the rays directed toward the 
sella turcica. Mesothorium treatment was given 
at the same time through the mouth. 

Béclére reports four cases of tumor of the hypophy- 
sis successfully treated with réntgen rays, and 
Gunsett reports one. From these and their own 
case the authors conclude that radiotherapy is in- 
dicated in tumors of the hypophysis, not only as 
an after-treatment following operation, but as an 
independent treatment in suitable cases. A. Goss. 


NECK 


Miller, S. R., and Fairbank, R. E.: Complement 
Fixation in Thyroid Diseases. Bull. Johns 
Hopkins Hosp., 1915, xxvi, 245. 


Of the four functional tests for recognizing normal 
or abnormal activity of the thyroid gland, Roseo’s 
complement-fixation test was studied by the 
authors as the most likely to yield conclusive re- 
sults. The serum in 58 cases of various types 
was tested against each of 19 thyroid antigens, each 
being in five different dilutions. The antigens were 
prepared from thyroid tissue secured at the time of 
operation from patients suffering with Graves’ 
disease. The results were consistently negative 
in all except luetic cases. 

The authors conclude that the complement- 
fixation test of Rosea is of no clinical value in de- 
termining the existence of hyperthyroid states or 
conditions of dysthyreosis. 

The other three functional tests are briefly re- 
viewed. It is stated that they possess no clinical 
value, although they are of scientific interest. 
The tests referred to are as follows: 

1. Acetonitrile test. Reid Hunt demonstrated 
that white mice fed on thyroid extract become 
much more resistant to the toxic effects of hypoder- 
mic injections of acetonitrile, a drug which slowly 
liberates hydrocyanic acid. 

2. Hyperadrenalinemia. Fraenkel showed that 
there is an increase of adrenalin in the blood in 
exophthalmic goiter. 

3. Abderhalden’s dialysis test. 

EvuGENE H. Poor. 


Benjamin, A. E.: Goiter Operations with Simp- 
lified Technique. Surg., Gynec. & Obst., 1915, 
xxi, III. 


The technique of operations for goiter has not 
been modified by surgeons, in general, for a number 
of years. 

The operation in competent hands is now quite 
safe in simple goiters, but it seems that there 
should be some improvement in the technique in 
order to make the operation more simple and to take 


into consideration the cosmetic effect of an opera- 
tion, as well as the avoidance of further trouble. 

The operation previously described in surgical 
literature, such as the Mikulicz resection, is not 
altogether new and is particularly applicable in 
the group of cases where there is more or less 
enlargement of both lobes, either of the cystic, 
colloid, or adenomatous type. It is this opera- 
tion which the author has attempted to modify 
and elaborate in his work, and reports in this paper. 

In witnessing the usual operation for goiter and 
viewing such work from a critical standpoint, 
the great number of forceps which seem to be neces- 
sary to control hemorrhage is noticeable. 

There is frequently an incomplete exposure of the 
gland and therefore some difficulty in controlling 
hemorrhage, in removing all of the diseased portion 
or a sufficient amount of the gland, and in some 
instances, overlooking the retrotracheal or other 
portion abnormally located. 

The disturbed symmetry of the neck after many 
operations is quite noticeable. 

Some of the advantages of this operation are: 

1. Complete control of haemorrhage from the 
gland as well as from other tissue while operating. 

2. The operation is accomplished by the use of 
the fewest number of forceps. 

3. There is complete exposure of the gland and 
positive identification of the tissue. 

4. The operation is done with the greatest 
rapidity, ease, and simplicity. 

5. There is no possible chance of injury to the 
essential structures, such as the parathyroids or 
recurrent laryngeal nerve. 

6. By this operation it is possible to remove all 
of the diseased gland tissue and to preserve the 
healthy functionating portion near the capsule. 

7. There is no unnecessary traumatism or shock. 

8. There is less escape of thyroid secretion at 
the time and after the operation. 

9g. The ligatures controlling haemorrhage of the 
blood-vessels of the gland are supported by the 
presence of the more dense substance, the capsule. 

10. It is done almost as quickly as the ligation 
operation with more permanent results. 

11. There is no retraction of the muscles of the 
neck and possible scarring therefrom; and tracheal 
collapse, which occurs in certain cases when an 
unilateral operation is performed at the time, is 
unlikely. 

12. The least possible scar results after this 
operation and the neck is quite symmetrical. 

13. There is very little liability of further dis- 
turbance after this operation. 

14. It permits little or much of the gland tissue 
to be removed and cannot possibly be followed by 
tetany. 

15. There are few or no raw glandular surfaces 
exposed to overlying tissue after the operation, the 
capsule completely enveloping the remaining portion. 

16. The remaining gland substance nearly ap- 
proaches the normal in size and function. 


| 


478 INTERNATIONAL ABSTRACT OF SURGERY 


Starck, H.: Indications for and Results of Opera- 
tion for Basedow’s Disease (Indikationen zur 
Operation des Morbus Basedowii und Operations- 
erfolge). Deutsche med. Wchnschr., 1915, xli, 822. 


Starck reports on 450 cases of Basedow’s disease 
observed during the past few years, 69 of which were 
operated upon. About 30 per cent of the cases 
operated upon recovered; there was improvement 
in 30 or 40 per cent, and in the rest there was either 
no result or the condition became worse. There 
is an operative mortality of 9 per cent. Some of 
these deaths are due to persistent thymus, and in 
every case examination should be made to see if 
there is a thymus; if so the vessels should be ligated 
orthe thymus resected. The choice of an anesthetic 
is important in determining the results of opera- 
tion. Patients with pronounced nervous, myasthe- 
nic and psychic symptoms should be given general 
anesthesia; others should be operated upon under 
a local anesthetic. 

Operation is contra-indicated in cases with status 
lymphaticus; if an operation must be performed it 
should be done under local anesthesia. In many 
cases operation is only a preparatory measure for 
internal treatment. The most unfavorable time 
for an operation is during the progressive stage of 
the disease; operation should be deferred until it is 
stationary. 

The best cases for operation are the classical 
Basedow cases and the cases of so-called Krause’s 
goiter heart. Little can be expected from operation 


SURGERY OF 


CHEST WALL AND BREAST 


Bovée, J. W.: The Use of the Galvanocautery Knife 
for Excision of Mammary Tumors for Micro- 
scopic Diagnosis. Am. J.Obst.,N.Y.,1915, lxxii, 25. 


The author believes that since so many of the 
nodules which appear in the breast are malignant, 
all breast tumors should be considered malignant 
until proved benign. Until greater confidence is 
created in the Abderhalden and other serum tests 
for cancer, resort to surgical measures to procure 
specimens for microscopical diagnosis will have to 
be made. 

Recognizing the danger of contamination during 
resection and of lymphatic stimulation incident to 
such manipulations various plans of obviating these 
dangers have been employed. In reference to 
securing frozen sections in cases of doubt, Rodman 
says that there is no danger in such a practice if a 
hot iron is used at the time, even if the case is can- 
cerous. Babler employed Harrington’s antiseptic 
solution from one half to one minute in the resected 
wound. Formaldehyde has been employed similarly. 

Bovée has adopted the plan of cutting the tissues 
a short distance with a sharp knife, and with the 
flat edges of the cautery knife immediately sealing 


in the cases with nervous, myasthenic and psychic 
disturbances with little involvement of the cardio- 
vascular system. ‘The size of the goiter has little 
to do with the prognosis of operation. Small, 
soft goiters are often more difficult to deal with 
than large, hard ones. The blood picture has noth- 
ing to do with the indications for operation and is 
not particularly affected by the operation. 
A. Goss. 


Bull, P., and Harbitz, F.: A Case of Osteomalacia 
with a Tumor of the Parathyroid Gland (Et 
tilfaelde av osteomalaci med svulst av glandula 
parathyroidea). Norsk. Mag. f. Legevidensk., 1915, 
Ixxvi, 417. 


A woman of 26 had had four children in four years, 
all of whom she had nursed. Soon after the birth 
of her last child, in November, 1912, nephritis 
developed. In March, 1913, she began to have 
severe pain in the back and legs, and by November, 
1913, could not walk. She died in July, 1914. A 
colored plate is given showing the appearance of 
the bones. A tumor as large as a walnut was found 
in the left lower parathyroid gland. It is probable 
that the parathyroid glands have something to do 
with calcium metabolism, for similar tumors have 
been found in other cases of osteomalacia, but they 
have also sometimes been found in cases without 
osteomalacia. It is probable that there was an 
etiological connection in this case, but its exact 
nature is unknown. A. Goss. 


THE CHEST 


to a considerable depth the sides and bottom of the 
wound. ‘The use of the knife is again resumed, to 
be promptly followed by the cautery as before. 
This process is followed until the tissue desired is 
entirely removed, leaving behind a crater with 
charred boundaries. The hot oil that oozes from 
the tissues during this procedure is taken up with 
small pledgets of cotton or gauze on forceps and 
discarded. If the frozen sections are reported to 
be malignant a radical operation is at once per- 
formed. If it is reported to be benign the surgeon 
may yet decide from a consideration of the clinical 
evidence to perform a radical operation. If the 
operation is not to be extended the wound margins 
are trimmed of all cooked tissue and proximal por- 
tions of severed milk ducts and the wound closed 
completely with sutures. 

The author has performed the J. Collins Warren 
operation entirely with the knife and cautery, as 
above mentioned, with satisfactory results. 

C. H. Davis. 


Frank, L.: Cancer of the Breast. Am. J. Surg., 
IQI5, XXix, 244. . 

Excluding uterine and gastric carcinomata the 

breast ranks highest as a favorite site for malig- 
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nant neoplasms. If it be granted that the only 
cure for mammary carcinoma is radical surgery, 
then the diagnosis should be perfected and the 
patient subjected to operation at the earliest pos- 
sible moment. The author is convinced that as 
soon as discovered every mammary tumor should 
be surgically removed regardless of the age of the 
patient and the apparent clinical benignity of the 
growth. A very careful diagnosis should be made, 
and, if there is any doubt at all, a microscopical 
examination of a frozen section should be made, 
before proceeding with the radical removal of the 
breast. This preliminary incision should be im- 
mediately cauterized to prevent the contamination 
of fresh fields. In the diagnosis the so-called 
“cancer age’? must always be borne in mind. 

He emphasizes the importance of post-operative 
X-ray treatment which should begin immediately 
after removal. Where adjacent lymphatics are 
extensively implicated it should be repeated on alter- 
nate days for about three weeks. He also em- 
phasizes the fact that operations performed under 
gas-oxygen anesthesia and the anoci-association 
method of Crile have been very successful. 

Of 48 cases he has operated upon for mammary 
carcinoma in the last seven years, 18 are still 
living after three years. Eight are living without 
recurrence or metastases after the expiration of 
five years. Fourteen died of local recurrences or 
metastases: 1 of liver metastasis; 1 of mediastinal 
recurrences; 3 of spinal metastases; and 1 of pleural 
metastasis. One patient had recurrence in the scar, 
three years after operation, but gave no further 
evidence of the disease after X-ray treatment. Ver- 
tebral recurrences were noted in 4 cases. These 4 
cases emphasize the fact that development of “‘rheu- 
matic pains” in the hips, back, legs, etc., a year or 
more after excision of mammary carcinoma should 
be regarded as suspicious of spinal recurrence. In 
such cases the X-ray is the most important diagnos- 
tic agent. C. D. Hotes. 


Jackson, J. N.: The Imperative Necessity of Early 
Diagnosis and Early Operation in Cancer of the 
Female Breast. Am. J. Surg., 1915, xxix, 241. 


The author discusses the necessity of early 
surgical treatment of cancer of the breast and 
gives some points regarding the early indirect as 
well as the direct diagnosis of this condition. 

“Practically one half of all the women who to- 
day die of cancer of the breast do so needlessly,” 
he says. 

While a non-operative management of cancer 
has long been hoped for by surgeons everywhere, 
surgical intervention alone is to be looked upon 
with any real value in the cure of cancer. Statistics 
regarding cancer of the breast were compiled by 
the American Surgical Society in 1907 from several 
of our largest surgical clinics as well as from the 
experience of a number of surgeons of the widest 
experience. These statistics go to show that 
from 25 to 40 per cent of cases operated upon were 
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permanently cured. Jackson concludes from this 
statistical study that at least 50 out of every 100 
deaths from cancer of the breast could be avoided 
if the patients could only be diagnosed and operated 
upon early enough. In making a diagnosis of a lump 
in the breast, we must not wait for the patient 
to complain of pain for that is a late symptom 
when surgery will do little lasting good. 

As 80 to go per cent of all breast tumors are 
malignant none should be passed without suspicion. 
This type of cancer is most common between 
the ages of 45 and 50. Heredity, lactation, and 
injury probably have little to do with the origin 
of this trouble. 

In palpating the breast for the presence of nodules 
it is highly important that the hand be laid flat 
against the breast so that the tumors, though 
small, may be felt against the bony chest wall. 
Then, too, a comparison of the two breasts is impor- 
tant. All tumor growths should be removed for 
accurate diagnosis, and sections should be frozen 
at the time of removal so that a radical operation 
may be done immediately if necessary. 

C. D. Hotes. 


Fisher, M. K.: The X-Ray in Carcinoma of the 
Breast. Med. Rec., 1915, \xxxviii, 17. 


Fisher reports his experience in 92 cases of cancer 
of the breast, in which X-ray exposure followed op- 
eration, and on which a time-limit of three years or 
more has elapsed since operation. The subsequent 


history of 22 patients was not obtainable. Reports 
of the other 70 cases are as follows: 
Living with 14 


Dead of causes other than cancer 


Several of the patients with or without recurrence 
keep up routine X-ray treatment. 

The cases reported on fairly represent all types 
of breast cancer. 

Fisher’s percentage of non-recurrence after 3 years, 
i.e., 53 per cent, compares with 44 per cent in 
St. Mary’s Hospital, Rochester, Butlin’s 50 per 
cent, and Halsted’s older statistics of 50 per cent of 
cures. The author states that the percentage of 
permanent cures of those treated at the present 
time is considerably larger than the statistics of 
the older surgeons, whose average of permanent 
cures is a trifle over 20 per cent. 

The author is of the opinion that following the 
operation the X-ray should be used early and in large 
doses. The treatment should usually begin within 
one week. The cross-fire method should be used 
at four or five different angles. Routine treatment 
should be continued at intervals for years. 

The author concludes that in the absence of any 
specific remedy for the cure of cancer, at the present 
time, the status of present-day treatment for car- 
cinoma of the breast resolves itself, first and fore- 
most, into early and wide removal of the diseased 
organ and all secondarily involved tissues, followed 
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by thorough, persistent, and continuous X-ray 
exposures over the site of operation and all contig- 
uous areas. H. E. Porter. 


Geist, S. H., and Wilensky, A. O.: Sarcoma of the 
Breast. Ann. Surg., Phila., 1915, Ixii, 11. 


The authors describe the different types of 
sarcoma of the breast, give a brief clinical history 
and a short résumé of the literature. 

In 558 cases of breast tumor, 22, or 3.9 per cent, 
were sarcomata, the predominating types of 
which were fibromyxosarcoma and _ spindle-cell 
sarcoma. Round-cell sarcoma, cystosarcoma phyl- 
loides, giant-cell sarcoma, and perithelioma were 
found frequently, in the order named. 

Following this is a complete macroscopical and 
histological description of the different types of 
sarcoma. ° 

No differential points were noted in the symp- 
tomatology, to aid in clinically distinguishing between 
the types. The average age was 39. All were 
married and the majority had borne children. In 
2 cases — fibromyxosarcoma and cystosarcoma phyl- 
loides — there was a history of trauma. In 3 cases 
there was a history of previous breast tumor, 2 
of which were in the opposite breast. In 57 per 
cent the right breast was involved, in 33 per cent 
both, and in 1o per cent the left breast was the seat. 
The tumors all grew rapidly, varying in existence 
from one week to nine years. In one third of the 
cases the skin was fixed to the tumor and in all it 
showed dilated and radiating veins. 

Pain was a prominent symptom in one third of 
the cases, and in two thirds of these the skin was 
involved. There was not much tendency to in- 
filtrate the deeper tissues and the lymph-nodes 
rarely showed metastatic involvement. 

There have been 435 cases reported in the litera- 
ture since 1858. Thirty-one per cent were of the 
spindle-cell type, and 14 per cent the round-cell 
type. 

Heredity plays a very small réle in the etiology. 
Trauma was noted in about ro per cent. Eighty 
per cent were married. Only 9 cases were found in 
males and the average age was 40. 

The first symptom noted is a small hard mass 
which rapidly enlarges. These masses are usually 
single and seldom painful, except late. The skin 
and deep parts are rarely involved, and the tumor 
is seldom adherent. The nipple is retracted in- 
frequently and cachexia is rare. While the lymph- 
nodes are enlarged, metastatic involvement is 
seldom found. 

The prognosis is best in cystic tumors, 75 per cent 
of which are cured even with simple excision. It is 
least favorable in the round and spindle-cell variety. 
On the whole, the prognosis is better than in car- 
cinoma. As to treatment, the consensus of opinion 
is for radical operation, but even then 33 per cent of 
the collected cases show local recurrences. How- 
ever, the statistics of all cases collected show 63 
per cent cured. M. CHAsE. 


Cicconardi, G.: Artificial Pneumothorax (Sul pneu- 
motorace artificiale). Riforma med., 1915, xxxi, 764. 
Cicconardi finds that artificial pneumothorax 
is an excellent method of treatment in a limited 
number of cases; only about 2 to 3 per cent of cases 
of tuberculosis are adapted for it, however. Rap- 
idly acute cases should be excluded, as well as those 
with cheesy lesions on a hereditary basis. It is 
indicated in the chronic forms, preferably in the 
infiltrating stage, where the destructive lesions 
are unilateral and only just begun. It is an ideal 
method of treatment for incipient infiltration. 
It may also be used in cases with cavities if the cav- 
ities are small and not superficial; if they are super- 
ficial the overlying lung tissue may be ruptured by 
the pressure. 

The treatment is indicated in patients with ham- 
optysis, as it is very effective in stopping bleeding 
from the lungs. It is contra-indicated if there are 
adhesions of the pleura or there is tuberculosis in 
other parts of the body, especially in the intestines. 
Tuberculosis of the larynx is not a contra-indication. 
Another contra-indication is cardiovascular disease. 
The treatment should be given as soon as it is found 
that destructive lesions have begun, not only for 
the sake of the patient but to prevent the dis- 
semination of tubercle bacilli in his sputum. 

A. Goss. 


Burnand, R.: Late Results of Forlanini’s Method 
(Les résultats éloignés de la méthode de Forlanini). 
Rev. méd. de la Suisse Rom., 1915, xxxv, 256. 


Burnand reviews the results obtained with 
Forlanini’s method of artificial pneumothorax in 
pulmonary tuberculosis at the sanitarium of Leysin 


at which place about 100 cases have been 


treated since October, 1911. The histories of three 
of the cases are given in detail. Most physicians 
who have tried the method agree that the immediate 
results are good, but many doubt its ultimate 
efficacy. The cases cited show that it brings about. - 
not only temporary improvement, but permanent 
cure. 

One case was that of a young man of 19 with a 
cheesy tuberculosis of the left lung that had con- 
tinued to progress in spite of two months’ treatment 
in the sanitarium. Within three weeks after the 
application of artificial pneumothorax the tem- 
perature had become normal and in ten months 
clinical cure was complete. The pneumothorax was 
kept up for two years, during which time he was 
able to resume his work. Eight months after 
treatment was stopped he was called to the front 
and has served through the campaign, with no re- 
turn of the tuberculosis, although he has taken long 
marches in the rain. 

It is true the results have not been so brilliant 
in many cases, and that there has been a consider- 
able mortality, but in considering the statistics it 
must be remembered that only cases that are hope- 
less by any other method are given this treatment. 
It is comparable to surgery in malignant disease. 
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No one would hesitate to remove a cancer surgically 
because it might recur. In the cases where the 
method has failed the failure is probably due to the 
fact that other lesions elsewhere, perhaps in the 
other lung, have developed after the pneumothorax, 
or that there were pleural adhesions preventing 
complete compression of the lung. But even if 
the numerous failures are considered the method 
has more cures and partial cures to its credit than 
any other method of treating this class of cases, and 
the results may be improved by making every effort 
to secure an earlier diagnosis of the cases adapted 
for it before secondary foci develop that may later 
prove fatal. A. Goss. 


TRACHEA AND LUNGS 


Ingalls, E. F.: Fluoroscopic Bronchoscopy. 
Rec., 1915, 1xxxviii, 56. 


Med. 


In this, a supplemental report. to the one pub- 
lished in 1914, the author states that the former 
article was liable to misinterpretation by the 
general practitioner, who might conclude that with 
the aid of the fluoroscope the operation might be safe- 
ly attempted by almost anyone, which unfortunate 
impression would lead to disastrous results inmany 
cases. 

Fluoroscopic bronchoscopy is an aid to the well- 
qualified bronchoscopist in certain difficult cases 
where the usual procedure has failed, as for ex- 
ample in the following instances: 

1. Where there is so much mucous, pus, or 
blood that it is very difficult or impossible to see 
the foreign body. 

2. Where granulation tissue covers the foreign 
body. 

3. Where the foreign body is hidden in an 
abscess cavity. 

4. Where a stricture has formed proximally to 
the foreign body. 

5. Where the foreign body is lodged in a bron- 
chus going to the upper lobe of the lung, or in any 
bronchus where it cannot be exposed by ordinary 
methods. 

To ascertain whether the forceps is in the same 
cavity or bronchus as the foreign body, it should 
be moved laterally back and forth, and its position 
shifted until the foreign body moves with the end 
of the forceps. Orro M. Rorr. 
Blecher: Gangrene of the Lung from Bronchial 

Stones (Uber Lungengangrin bei Bronchial- 
steinen). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1915, XxViii, 619. 

In most cases of stone in the bronchus not 
complicated by tuberculosis the stones are coughed 
up and recovery follows; sometimes they cause 
severe hemoptysis and still more rarely gangrene 
or abscess. Blecher reviews three cases from the 
literature in which stones were followed by gangrene. 
He describes a fourth case in a man of 45 who cough- 
ed up several concrements the size of peas. No 
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tubercle bacilli were found. The fifth and sixth 
ribs were resected and there was some improvement, 
but réntgen examination still showed a number 
of small shadows, probably caused by concrements. 
The further course of the case is not known. 

The author describes a case of his own in a man of 
23 who had cough and pain in the right side. Ré6nt- 
gen examination showed an ill-defined shadow pass- 
ing imperceptibly into the liver shadow. On 
puncture putrid pus was emitted. Operation 
exposed gangrene of the right lower lobe and pyo- 
pneumothorax. The base of the lung had become 
adherent to the diaphragm and bacteria had made. 
their way through into the peritoneum though 
there was no visible opening. No tubercle bacilli 
were demonstrated. The eighth rib was resected 
and a large amount of pus removed. The patient 
improved at first, but peritonitis developed and he 
died. Autopsy showed a stone in the bronchus in 
the middle of the gangrenous area. 

Ordinarily bronchial stones give a sharp shadow 
in the réntgen picture, but in cases of gangrene they 
may be masked by the shadow of the gangrene. 
The prognosis depends on the severity of the gan- 
grene; so far as the stone is concerned, the prognosis 
is good, but better in cases of solitary than of multi- 
ple stones. A. Goss. 


PHARYNX AND CSOPHAGUS 


McKinney, R.: Simple Inflammatory Stenosis of 
the @sophagus. Laryngoscope, 1915, xxv, 354. 

Recent investigations due to the development of 
cesophagoscopy have demonstrated the fact that 
chronic stenosis of the oesophagus can result from 
a simple inflammatory condition, frequently a 
localized inflammation of some kind. Inflammatory 
stenoses localize at the contracted extremities of 
the oesophagus or at the site of the crossing of the 
arch of the aorta and are established by a simple 
thickening of the wall and circular cicatricial con- 
traction consecutive to oesophagitis, or by spasms, 
terminating in permanent stenosis. 

These cases can be successfully treated by gradual 
dilatation applied through the cesophagoscope, 
without anesthesia; therefore the author advocates 
a routine endoscopic examination of the oesophagus 
in all cases of diificult deglutition which has con- 
tinued for any length of time. 

ELLEN J. PATTERSON. 


Kelling, G.: Suppuration of Bronchial Glands 
with Perforation into the @sophagus (Uber 
Bronchialdriiseneiterung mit Perforation in den 
Osophagus). Arch. f. Verdauungskr., 1915, xxi, 35. 


Three cases are described in which a correct 
diagnosis was made of suppurating bronchial 
lymph-glands perforating into the cesophagus. The 
patients were young adults who exhibited signs of 
scrofula and were exposed to unusual inhalation of 
dust or soot. There were no symptoms to attract 


attention until perforation occurred, and then 
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crumbly, blood-stained products of suppuration, or 
pigmented, ill-smelling masses came up in the mouth 
when the patient reclined, but there was no vomiting. 
Other differential symptoms are pains between the 
shoulder-blades, coughing without expectoration, 
rise of temperature, and the réntgen findings. 
Sometimes there is difficulty in swallowing and 
salivation. (Esophagoscopy is apt to be dangerous. 
Gastric ulcer must be excluded. The author ex- 
plores the oesophagus with a sponge-holder, as he 
explains in detail; some of the pus sticks to the 
sponge. 

A cancer in the oesophagus generally causes more 
or less stenosis, while stenosis is exceptional with 
lymph-gland trouble. Girard advises temporary 
gastrostomy to leave the cesophagus completely at 
rest or permit its thorough rinsing and draining 
out, draining away the fluids through a tube in the 
opening into the stomach. In one case Rehn opened 
the mediastinum and removed tuberculous glands 
that compressed the oesophagus and bronchi, and 
the young woman recovered; there had been no 
perforation in this case. Kelling does not believe 
this is practicable when perforation has already 
occurred, but it might be possible to aspirate out 
the contents of the abscess with suction, as with 
Bier’s suction pump devices. A long oval bulb, 
studded with holes, on the end of a catheter con- 
nected at the other end with a rubber bulb might 
answer the purpose, the patient breathing deep as 
the suction is applied. 

In all the cases described the clinical picture 
suggested gastric ulcer at first, except for pain in 
the back at the fourth thoracic vertebra; sometimes 
the spinous processes along here were tender. 


Fibers of the vagus are liable to be compressed and 
cause reflex pain and other disturbances, even paral- 
ysis of the vocal cords or laryngospasm. A. Goss. 


Gaub, O. C., and Jackson, C.: (Esophageal Diver- 
ticulum; a New Operation for Its Cure. Surg., 
Gynec. &F Obst., 1915, xxi, 52. 


The authors have devised a plan of operation in 
which an cesophagoscopist assists the surgeon by 
pushing the diverticulum out into the external wound 
by means of the cesophagoscope inserted through 
the mouth. The bottom of the pouch is then seized 
with forceps by the surgeon, after which the cesopha- 
goscope is withdrawn from the pouch and inserted 
deeply into the.subdiverticular cesophagus. It then 
only remains for the surgeon to amputate the 
saccular redundancy. 

The advantages of the operation are: 

1. Time-saving, which is especially important 
in the senile, feeble patients usually subject to 
diverticulum. 

2. Ease of finding a small diverticulum, which, 
when empty, as it must be for operation, is often 
difficult to find. 

3. Accurate removal of just the proper amount of 
redundancy to cure the trouble and prevent recur- 
rence, without risk of stricture. 

The cesophagoscopist has his own sterile organiza- 
tion entirely independent of that of the surgeon. 
The authors advise the use of intratracheal insuffla- 
tion ether anesthesia which not only removes the 
anesthetist far from the field of operation but 
renders the patient safe from the risks of glottic 
spasm so often induced by irritation of the vagus 
or recurrent. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Schepelmann, E.: Clinical Experience with Plastic 
Drainage for Ascites (Klinische Erfahrungen mit 
meiner Methode der plastischen Ascitesdrainage). 
Arch. f. klin. Chir., 1915, cvi, 663. 

Schepelmann describes the experimental work 
that led up to his present clinical method of drain- 
ing in ascites by means of calves’ aortas. He gets 
the aortas fresh at the slaughter house and draws 
them over glass tubes, the tubes being removed 
after a few days’ hardening in 10 per cent formalin. 
The hardened arteries are then kept in jars in the 
formalin solution until they are needed. He gives 
details, with illustrations of four cases. 

The operation is performed under local anesthesia, 
one drain being inserted on each side, one end 
being passed into the’ peritoneal cavity. The 
tube slopes sharply downward and the lower end 
lies in the subcutaneous cellular tissue. The fluid 
flows out through the tube and is absorbed by the 
subcutaneous tissue. In all the cases the patients 


were very much relieved. Two of them died later - 
from the disease which caused the ascites and 
another is still under observation and doing well. 
This method is indicated only in cases where the 
portal circulation is interfered with, as in cirrhosis of 
the liver, passive congestion of the liver, syphilis, 
and tumors of the liver. It is contra-indicated 
in inflammatory forms of ascites, such as tubercular 
peritonitis, and in cases where there is general slug- 
gishness of the circulation, as in nephritis and un- 
compensated heart disease; for in these cases the 
abdominal walls are not capable of taking up the 
fluid. A. Goss. 


Brunzel, H. F.: Cryptogenetic Peritonitis, with 
Special Reference to the Manner in Which the 
Peritoneum Becomes Infected (Uber die krypto- 
genetische Peritonitis, mit besonderer Beriick- 
sichtigung peritonealen Infektionsmodus). 
Arch. f. klin. Chir., 1915, cvi, 233. 


Brunzel gives the histories of 10 cases of so- 
called cryptogenetic or spontaneous peritonitis, 
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and makes a study of the bacteriological findings 
and the route of the infection. He finds that in the 
majority of cases the pneumococcus is the causative 
agent, though staphylococci and streptococci may 
sometimes be found.’ The infection takes place, 
chiefly, if not exclusively, through the blood stream. 
He shows the improbability of its coming from the 
intestine, which many authors believe to be the 
source of infection. 

That infection through the blood stream is 
possible is shown by another of the author’s cases 
in which peritonitis followed a small abscess in the 
axilla, which resulted from an erysipelas of the 
upper arm. There was no other possible way for 
the infection to be transmitted in this case, but he 
does not include it in his cases of cryptogenetic 
peritonitis, because the point of origin was known. 
These cryptogenetic cases of peritonitis are really 
metastatic peritonitis, being suppurative metastases 
from a general septic blood infection. 

In the course of pneumonia abdominal symptoms 
are often observed which are due to irritation of the 
peritoneum by pneumococci, but it is only in ex- 
ceptional cases that the bacteria overcome the 
natural resistance of the peritoneum and a true 
peritonitis develops. Early operation is indicated, 
and the incision should be the usual incision for 
appendicitis. This makes it easy to examine the 
appendix and remove it if it is found to be the 
source of the infection. The prognosis is bad 
in spite of operation. A. Goss. 


Gerster, A. G.: Perienteritis Membranosa. Ann. 
Surg., Phila., 1915, lxii, 74. 

Gerster throws a new and interesting sidelight on 
the causation of bandlike formations in the abdomen, 
reporting a very interesting case. 

There are three theories as to the formation of 
bands and membranes: (1) Lane’s theory is that of 
traction exercised by the weight of the intestine 
upon the suspensory structures. (2) Mayo, 
Cheevers, and Flint assume that most of these bands 
are of congenital origin. (3) Virchow and Pilcher 
with others consider inflammation either by direct 
bacterial invasion or from absorption of their 
biochemical products to be the essential factor. This 
is also Gerster’s opinion. 

The process is essentially a chronic one and, while 
interference is often necessary in acute crises, as in 
appendicitis and obstruction, yet these are merely 
the last phase of a chronic condition. These mem- 
braniform adhesions are found near any focus of 
acute, but especially chronic, infection. Witness 
the adhesions in pelvic disease, or in upper abdomen 
infection. 

There are 2 kinds of adhesions: (1) those intimate 
adhesions without the interposition of a membrane 
or band, as between two coils of gut where the vis- 
ceral peritoneum is destroyed; (2) those connections 
between organs by bands or membranes, such as 
Jackson’s veil, etc., when the peritoneum is not 
destroyed. These are slow and insidious in forming 
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and do not provoke striking symptoms, which only 
appear when the lumen of the gut is affected. 

These adhesions usually appear first at the site of 
normal suspensory bands as translucent, definite, 
loosely adherent membranes, which spread from 
this place upward or downward. The fundamental 
causes of these membranes lie in disorders of the 
mucosa of the gut or the intestinal contents. Gerster 
deems this the most important etiological factor in 
the question. 

The author’s patient, a white female, aged 38, 
suffered from an extensive progressive ulcerative 
enteritis of the large bowel. There was a continuous 
rectal discharge of blood, mucus, and pus; there was 
also frequent constipation. The chest was normal 
and there was nothing abnormal palpable in the 
abdomen. The proctoscope showed a large field of 
deep ulceration with marked contraction of the 
rectal area. 

Colostomy was performed on the left side with 
much relief for a time. One month later colicky 
pain, fever, and pus from the intestine appeared 
and persisted spasmodically for several weeks. 
Several abscesses were found near the colostomy 
opening and were drained. Colicky pains persisted, 
with visible peristalsis of the small intestine. Death 
occurred shortly afterward from cerebral embolism. 

At autopsy the small intestines were found to be 
bound together in the abdomen with veil-like adhe- 
sions which in places obstructed the lumen by con- 
striction. There was no ulceration of mucosa, 
however. The same kinds of adhesions were found 
around the large bowel and appendix, with the 
cecum buried in dense adhesions. From the be- 
ginning of the sigmoid on, deep ulcerations in the 
mucosa were found and the rectum was densely 
adherent in the pelvis with thickened walls and 
numerous old scars of healed ulcers which con- 
stricted its lumen. Gerster advocates the use of 
the name “perienteritis membranosa”’ for this con- 
dition. Puiturs M. CuHase. 


GASTRO-INTESTINAL TRACT 


Rehfuss, M. E.: Analysis of Achylia Gastrica. Am. 
J. M. Sc., 1915, cl, 72. 
Six cases are reported by the author. He reaches 


the following conclusions: 

1. True achylia in which there is a total lack of 
acid and enzymes throughout the entire period of 
gastric digestion is exceedingly rare. 

2. By means of the fractional method he has 
been able to study the entire period of gastric di- 
gestion in cases of achylia. On the basis of Paw- 
low’s work, it is suggested that if his conception of 
gastric secretion be correct, it should follow that 
achylia can be either psychical or chemical. A total 
absence of secretion in the first hour of digestion, 
followed by a perceptible secretion in the second, 
would favor the belief that a psychical achylia 
(nervous) exists. The reverse, falling off in secre- 


tion, would favor the interpretation of a chemical 
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achylia. A total lack of secretion through both 
phases might indicate a deficiency of both functions 
or an inactive mucosa. 

3. The author’s studies show that the commonest 
form is a complete lack of gastric secretion through 
both phases (total achylia); two cases were en- 
countered of true psychical achylia, but a pure 
chemical achylia was never encountered. 

4. Attention is called to spurious achylia, which 
is quite common, and in which there is an ultimate 
elaboration of juice late in digestion, and enzymes 
always present. 

5. By means of the administration of parathyroid 
extract in two cases of bona fide achylia, one of 
over ten years’ duration, a perceptible return of the 
gastric secretion was noted during the psychical 
phase. Dietetic and local treatment were instituted 
at the same time. 

6. The phase method of examination is of great 
value in determining the type of achylia as well as 
holding the possibility that at some phase the 
secretion might still be active, as shown in several 
of the cases recorded. This finding distinctly im- 
proves the prognosis. Epwarp L. CorNeELt. 


Porter, M. F.: Leather-Bottle Stomach. Ann. 
Surg., Phila., 1915, Ixii, 33. 


Following a brief résumé of the literature, Porter 
reports a case of leather-bottle stomach and draws 
certain conclusions. 

This condition is known as linitis plastica, cirrho- 
sis of the stomach, chronic interstitial gastritis, and 
sclerosis of the stomach. There is a diffuse thicken- 
ing or hardening of a greater or lesser part of the 
stomach whose capacity may be increased or dimin- 
ished. Brinton declares this to be benign in char- 
acter, while Rokitansky declares it to be a fibroid 
cancer. 

A brief résumé of the literature on the subject fol- 
lows. The opinion prevails that the condition may be 
both benign and malignant. That similar changes 
occur in both large and small bowel is proved by 
several reported cases. 

The disease is more common in men and is es- 
sentially of adult life. Also, the age incidence is 
the same in malignant cases as in the benign. UI- 
ceration is rare but peritonitis common. Viellers 
reports tuberculosis as a frequent complication. 

There are no distinctive symptoms and the diagno- 
sis has been made before operation only three times 
(Boulton, Deguy, and Osler). Given a case of sus- 
pected fibrosis of the stomach, a general arterio- 


sclerosis with cardiac trouble would add to the’ 


certainty. Unless relieved by surgery the condition 
is fatal. 

The case reported was that of a white male, aged 
46, married, and with negative family, past, and 
venereal histories. Habits good. 

Five weeks previous, pain had begun in the lower 
left side, later localized under the navel, and of a 
gnawing, grinding character. All food soured and 
there was considerable gas. He had dyspnoea when 


in pain and on exertion. He had no headache, noc- 
turia, or loss of weight. 

Examination showed the heart normal, a large, 
tender epigastric tumor extending to the umbilicus, 
and 3 inches to the left. The upper border ex- 
tended under the left costal margin at the middle. 
The urine was normal. Gastric contents had the 
appearance of coffee-grounds, with mucous, blood, 
and 4 per cent HCl; Oppler-Boas bacilli and sar- 
cine present. The blood showed slight anemia. 

Operation showed that almost the entire stomach 
was involved, but there was no glandular enlarge- 
ment. The pyloric end of the stomach was ad- 
herent to the liver. A subtotal gastrectomy was 
done, and a loop of jejunum anastomosed to the re- 
mains of the stomach with a Murphy button. An 
uninterrupted recovery followed and the button was 
excreted on the sixteenth day. Considerable re- 
lief at the time was experienced but death followed 
six months later. 

Autopsy showed that the walls of the stomach 
were universally thickened and firm, with several 
pyloric ulcers. Sections showed masses of car- 
cinomatous cells. M. CHase. 


Carman, R. D., and Balfour, D. C.: Gastrojejunal 
Ulcers; Their Réntgenologic and Surgical 
Aspects. J. Am. M. Ass., 1915, lxv, 227. 


The authors refer to the condition occasionally 
observed, in which secondary ulcers develop in the 
vicinity of a gastro-enterostomy. These secondary 
ulcers have been variously described as jejunal and 
gastrojejunal ulcers. 

As diagnosis of the conditions is usually diffi- 
cult, owing to the absence of pathognomonic symp- 


. toms, the authors think that the réntgen ray 


might reasonably be expected to assist in the diag- 
nosis. 

The réntgen findings in certain of the authors’ 
cases are given in detail and analyzed in com- 
parison with the findings in the normal gastro-. 
enterostomized stomach. Of the 11 patients 
examined 10 showed abnormalities not customarily 
seen in the gastro-enterostomized stomach. The 
signs usually observed were: retention from the 
6-hour meal, large size of the stomach, exaggerated 
peristalsis, and spasticity. Deformity of contour 
about the stoma, deficient patency of the stoma, 
local irregularity of the jejunal contour, and dilata- 
_ of the duodenum were also commonly met 
with. 

The authors think that in all cases of gastrojejunal 
ulcer there are definite réntgenologic signs of an 
abnormal condition, and that in many instances 
there are more or less direct signs pointing to the 
location of the trouble. The most direct index 
of gastrojejunal ulcer noted in the author’s series 
of cases was marked deformity about the stoma. 
A correlation of the réntgen findings with the 
clinical data should aid in deciding whether a 
gastrojejunal ulcer is present or not. 

H. E. Porter. 
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Smithies, F.: The Etiologic Relationship Existing 
Between Gastric Ulcer and Gastric Cancer. 
Interst. M. J., 1915, xxii, 672. 

Certain phases suggested by the study of 921 
cases of gastric cancer and 500 cases of benign 
peptic ulcer as demonstrated by pathological study 
of specimens obtained in the operating room, led 
Smithies to arrive at the following conclusions: 

1. There are no experimental, clinical, or path- 
ological data that absolutely demonstrate the 
mechanism of the malignant transition of benign 
gastric ulcer. In fact upon pathological grounds no 
instance of such transformation can be demon- 
strated. 

2. Clinically, the histories of instances of gastric 
cancer strongly suggest that such neoplasms arise 
most frequently from chronic calloused gastric 
ulcer, clinically benign. 

3. Since it appears to be impossible clinically 
to segregate that group of chronic gastric ulcers 
which are destined to undergo malignant trans- 
formation from those that will remain benign, 
free excision of all chronic gastric ulcers should be 
performed whenever mechanically. possible. 

T. O. Boyp. 


Blumer, G.: The Medical Treatment of Peptic 
Ulcer. Nashville J. M. & S., 1915, cix, 249. 

Blumer presents a comparison of the methods of 
Leube, Albu, Einhorn, Lenhartz, Hort, Straus, and 
Jarotsky, with particular reference to a modified 
Lenhartz treatment as applied to 27 cases in the 
New Haven Hospital. He classifies peptic ulcer 
patients into two groups: (1) surgical — pyloric 


obstruction, intractable hamorrhage, subphrenic 
abscess, perigastric adhesions, and (2) those 


which should have carefully supervised medical 
treatment — hemorrhage of the fulminating type, 
acute ulcer, uncomplicated chronic ulcer. 

Features common to all the procedures are: 
absolute rest, accessory medication, diet, external 
application of heat or cold to the epigastrium, and 
care of the bowels. Contrasts in treatment, mainly 
in diet, are classed in three groups: (1) more or less 
attention to mouth feeding (Leube); (2) immediate 
feeding with albuminous foods (Lenhartz); (3) 
feeding of fats (Straus and Jarotsky). 

The underlying principle of Leube’s method is to 
encourage healing by affording the stomach the 
most complete rest possible. Lenhartz lays stress 
on hyperacidity as preventing healing, and he seeks 
to neutralize the free acids by acid-binding foods, 
such as albumins, raw meats, etc. Also, he main- 
tains that general nutrition favors healing. Jarotsky 
and Straus seek to inhibit gastric secretions by the 
use of fats and eggs. All methods have their 
advocates and opponents. Objections to the Leube 
method are: prolonged and tedious routine, hunger 
peristalsis hindering the desired rest, nutrient 
enemata of little avail and exciting gastric move- 
ment, gastric juices secreted on empty stomach, 
vomiting, under-nutrition. However, Leube claims 
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a mortality of only 2.5 per cent in bleeding ulcers 
and go per cent recoveries in all cases. 

Objections to the Lenhartz treatment are as 
numerous, but he answers his critics with as good a 
report as Leube. 

The author favors the Lenhartz course, finds it 
agreeable to patients, especially if cooked minced 
chicken is substituted for the raw meats; the pain 
disappears in a few days; narcotics are not needed; 
and the patients gain in weight after the first week. 
Gastric ulcers do not do so well under the treatment 
as duodenal. M. W. Pickarp. 


Woolsey, G.: Carcinoma of the Stomach. Ann. 
Surg., Phila., 1915, Ixii, 22. 

The subject of gastric cancer is briefly reviewed by 
Woolsey who reports statistics of 36 operative cases. 
Early diagnosis is the keynote. 

In any series of cases there are 2 groups: (1) Those 
appearing to be cancer from the outset, and (2) 
those with a more or less long gastric history re- 
sembling a typical or an irregular ulcer history. In 
the 36 cases, 30 were pyloric, and of these 19 gave 
a primary cancer history and 11 an ulcer history. 

While the average age was 53, one case was 32. 

Pain is not severe, but more commonly a dull 
ache increased by food and relieved by vomiting. 
In the 30 cases, pain was absent in only 4. 

Vomiting and eructations occur in nearly all 
cases, but are not of much diagnostic value, for they 
occur in all gastric ailments. 

Anorexia is more pathognomonic and helps in 
distinguishing cancer from ulcer. It was present 
in 27 out of the 30 cases. 

Loss of flesh and strength is another most sug- 
gestive symptom. It has apparently no connection 
with the anorexia or vomiting. 

Anemia is a rather constant symptom. Only 
1 case of the series showed a normal hemoglobin. 
The average was 53.9 per cent. The skin is dry and 
the facies have a pinched, wrinkled look with a 
hopeless, dejected expression. 

A definite mass was palpable in 20 cases of the 
series and in 5 others was of an indefinite character. 

As to stomach tests, impaired motility is shown 
by the presence of raisins in the lavage water several 
hours after ingestion. In the gastric contents analy- 
sis, the absence of free HCl is the rule. Excess of 
lactic acid is found under this condition but is not 
present early. 

Smithies found the Oppler-Boas bacilli in 93.8 
per cent by differential agar stain, and Friedenwald, 
occult blood in 92.5 per cent of cases. The glycyl- 
tryptophan test has not proved its claims. The 
Wassermann reaction should be used in every case. 

The X-ray is one of the best diagnostic means. 
Carman claims diagnostic signs were shown in 93 
per cent of cases at the Mayo Clinic. 

Gluzinski’s test for differentiating between ulcer 
and cancer in the presence of some free HCl is of 
great value. In 215 cases of cancer Smithies found 
it positive in 74.8 per cent. None of the tests give 
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uniform results and should only be used in con- 
junction with the clinical data. 

“Watchful waiting” is highly condemned by the 
author who advises in all suspicious cases after short 
medical treatment, an exploratory operation based 
on the diagnosis of ‘‘some surgical condition in the 
abdomen.” The risk of exploration is less than the 
risk of delay. 

There is no effective medical treatment. Resec- 
tion offers the only cure. In the Mayo Clinic, of 
the 80 per cent who recovered from operation, 
38 per cent were still free from recurrence 3 years 
later and 25 per cent remain cured 5 years later. 

Upon opening the abdomen the presence of metas- 
tases and whether the growth can be removed are 
the first questions to be decided. The latter depends 
on the extent of stomach involved and the amount 
of adhesions. Inflammatory adhesions do not 
contra-indicate operation. 

Woolsey believes in resection even if the lymph- 
nodes are enlarged, because (1) all such nodes are not 
carcinomatous and (2) this method affords more 
relief than gastro-enterostomy. 

In spite of a low haemoglobin per cent resection 
may be done, as little blood should be lost. How- 
ever, transfusion of blood should be used whenever 
necessary, either before or after operation. 

The Billroth II method of resection is considered 
the best procedure. The author also recommends 
severing the stomach with the cautery for hemo- 
stasis and prevention of cancer-cell dissemination. 

Von Eiselsberg’s unilateral exclusion in cases 
where resection is inadvisable, is highly recom- 
mended. Gastro-enterostomy, however, gives very 
disappointing results. 


No radical operation is applicable to cancer in the ~ 


cardiac end, but Woolsey recommends the trial of 
gastrostomy by the Senn or Kader method. 

The chief contra-indications to further operation 
after exploration are: (1) free peritoneal fluid, 
(2) infiltrated umbilicus, (3) extensive metastases 
especially in the liver, (4) large mass, and (5) ex- 
tensive adhesions. 

The author’s conclusions are: (1) An early diag- 
nosis is the great desideratum. (2) Resection gives 
good results, low mortality, a fair number of cures, 
and considerable prolongation of life and comfort 
when ultimate cure does not result. (;) The use of 
the two-stage method or blood transfusion is advis- 
able in certain cases. (4) Gastro-enterostomy is dis- 
appointing in results and mortality, but unilateral ex- 
clusion offers an improvement ir results. (5) Simple 
exploration should be used more frequently, but 
should be restricted as much as possible. 

M. CHAsE. 


Smithies, F.: The Early Diagnosis of Cancer of 
the Stomach: a Study of 921 Operatively and 
Pathologically Demonstrated Cases. Am. J. 
Surg., 1915, XX1X, 255. 


Smithies presents detailed facts from the clinical 
study of 921 demonstrated cases of gastric carcinoma. 
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1. From clinical histories: 
a. Etiologic: 


(1) Sex. There were 693 males and 228 females, 
or a ratio of 3:1. 
(2) Age. Between the ages of 40 and 69 oc- 


curred 84.9 per cent of the cases. There were 19 
cases below the age of 31. 

(3) Occupation. Nearly one-third were from 
farms and rural communities. 

b. Clinical history: 

(1) Gastric cancer in those operated on for 
gastric ulcer and in whom the cancer was diagnosed 
microscopically post-operative in 72 cases, or 7.8 
per cent. A case is added illustrating this point. 

(2) Gastric cancer, developing in those with 
long-term previous peptic ulcer history and in 
whom cancer subsequently appeared, occurred in 
436 cases, or 47.3 per cent. An illustrative case 
follows. 

(3) Gastric cancer in those with perfect gastric 
health prior to cancer, that is, the common 
“textbook” type, occurred in 294 cases, or 31.9 per 
cent. An illustrative case follows. 

(4) Gastric cancer in persons with previous 
gastric symptoms but of no clinical type occurred 
in 84 cases, or 9.12 per cent. An illustrative case 
follows. 

(5) Gastric cancer in those presenting few clini- 
cal gastric symptoms, occurred in 19 cases, or 
2.1 percent. Exploratory laparotory was necessary 
for diagnosis. An illustrative case follows. 

(6) Of secondary gastric cancer there were 16 
cases, or 1.7 percent. The most common were from 
breast, uterine, gall-bladder, or pancreatic cancer. 
An illustrative case follows. 

c. Hemorrhage: 

(1) Macroscopic. Present in 170 cases, or 18.5 
per cent. In 17.4 per cent of these the bleeding 
occurred at least two years previous. These all 
gave an ulcer history. 

(2) Tests for blood. In gastric contents 78 per 
cent were positive by the guaiac or benzidin method. 
In 380 stools, 82 per cent were positive. Given an 
ulcer history with persistent blood demonstrated 
in the stools, malignancy is probable. 

d. Vomiting. This is generally due to a per- 
sistent mechanical fault in the emptying power 
of the stomach, or as a result of the stenosis of 
chronic peptic ulcer. This occurs in 3 out of 4 
cases. In late cancer, vomiting was present in 
nearly 80 per cent. 

2. From physical examination: 

a. Tumor. Absent in 312 cases, or 33.7 per cent. 
This series gave the highest percentage of cures. 
Tumor was present in 609 cases, or 66.2 per cent. 

(1) Location of tumor. In the epigastrium in 
85.7 per cent. In the region of the navel-in 13 per 
cent, and below this in 1.4 per cent. 

(2) Relation of tumor to part of stomach. In 
66.7 per cent the pylorus was involved. Eight 
out of ten of these were palpable. In 12 per cent 


the greater curvature was affected. Nine out of 
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ten were palpable. None of the tumors of the 
fundus could be palpated. 

(3) Size of tumor. The size varies greatly from 
a narrow, ridgelike, or- nodular, mass to the size 
of a child’s head. Rarely, however, does it extend 
below the navel. 

(4) Tenderness. Most marked, and most com- 
monly situated in the epigastrium between the 
right nipple and the left parasternal lines, in ulcera 
carcinomatosa. In well-advanced cases this is not 
marked unless perforation or extensive ulceration 
has taken place. 

(5) Loss of weight. Usually slight to begin with 
but loss is ultimately consistent and with accelerated 
rate. In the early cases the average was about 
17 pounds; in the latter cases about 26 pounds. 

(6) Cachexia. This is a late manifestation and 
the case is usually hopeless. 

3. From laboratory methods: 

a. Test meal analysis. Gastric emptying power 
interfered with in nearly 71 per cent of cases. 

(1) Gastric acidity. This is of greater prognos- 
tic than diagnostic value. Free HCl was absent 
in but 52.4 per cent of the series. Nearly 1 out of 5 
had free HCl between the ages of 20 and 50. In 
inoperable ulcerated cases the average free HCl 
was 2.4. In inoperable, non-ulcerated cases it 
was 6.4. In operable cases it was 31. However, if 
the free HCl decreases and the combined HCl 
increases, malignancy is to be suspected. 

(2) Lactic acid. This was present in 52 per cent 
of the series. Nine out of ten of these cases were 
inoperable. 

b. Significance of special ferments. 

(1) Formol index. The average in 87 cases of 
gastric cancer was 22.3; in 99 cases of duodenal 
ulcer, 12.4; in 57 cases of benign gastric ulcer, 11.6; 
in 32 cases of benign achylia, 14.1; in 16 cases of 
pernicious anemia, 14.5; and in 5 cases of liver can- 
cer, 4.25. 

(2) Edestin test (Fuld-Levison). There were 
in all 108 cases studied. In early gastric cancer 
with low HCl there is high peptolysis and low 
proteolysis. 

(3) Glycyltryptophan test. 
cent of 186 cases. 
tically. 

(4) Wolff-Junghan’s test. 
cent of 230 cases. 
diagnostic value. 

c. Microscopic examination. 

In early gastric cancer there is no characteristic 
picture, but in well-established cancer with colored 
agar method, Oppler-Boas organisms were found in 
94.1 per cent of 172 cases. In go per cent of these, 
free HCl was below 10, and in 8 out of 10 of these 
cases palliative operations alone were possible. In 
only 1 per cent were epithelial cells showing atypical 
mitoses found. 

d. Serologic analysis. 
at the present time. 

4. From réntgen examination: 


Positive in 40 per 
It is not of much value diagnos- 


Positive in 80.1 per 
Is considered of considerable 


This is not of much value 
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Deformity shown in outline, alterations in peristal- 
sis, variations and abnormal position shown in 90 
per cent of cases previously diagnosed as well- 
established cancer. In 1o per cent of suspicious 
cases, the diagnosis was proved. 

Early cases rarely exhibit a characteristic picture, 
but the réntgen demonstration of a chronic, callous 
ulcer in the pyloric half of the stomach should lead 
to an abdominal exploration, as 3 out of 4 of these 
are microscopically malignant. Pumps M. Cuase. 


Halpern, J.: An Aminolytic Ferment in the Stom- 
ach in Carcinoma (Uber ein aminolytisches Fer- 
ment im Mageninhalt bei Carcinom). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1915, xxviii, 709. 


Halpern reviews the literature with reference to 
the chemical examination of the stomach contents 
in carcinoma of the stomach and finds that the 
methods hitherto in vogue are of no practical im- 
portance in diagnosis, as they merely show that the 
chemistry of the stomach contents in gastric cancer 
varies from the normal in various ways. But Hal- 
pern has found that in such cases there is an ami- 
dase in the stomach contents that splits the amino 
group out of amino acids, with the formation of 
formic acid. 

While engaged in studying the influence of formic 
acid in the production of diabetes, Halpern had 
occasion to examine the stomach contents for it 
in a number of cases. He describes his technique 
for demonstrating it. This characteristic amidase 
has been found in 12 out of 13 cases of gastric cancer 
and in no cases of benign stomach disease. He 
believes that it is a product of cancer-cells. It 
will take further research to show whether it is an 
early sign of gastric cancer that can be depended on 
or whether it is found in other conditions. 

A. Goss. 


Deaver, J. B.: What Does Surgery Offer the Patient 
with Carcinoma of the Stomach? JN. Y. M.J., 
1915, Cii, 8. 

What surgery can offer depends upon an early 
diagnosis and immediate and radical operation with 
removal of the lesion, be it already carcinoma or 
gastric ulcer, which is a forerunner of carcinoma. 
The possibility of surgical cure from operation 
depends on when the operation is done, the site of 
the lesion, the type of malignancy, and the extent 
of the operative procedure. 

These cases must be diagnosed early, as there are 
no pathognomonic signs of cancer of the stomach 
in the operative stage, and to know one’s limitations. 
in this respect and insist on surgical exploration is 
essential. 

By exploration the author does not necessarily 
mean opening the abdomen alone, but the stomach 
as well, if a diagnosis cannot be made by inspecting 
and palpating the stomach wall. This is his routine 


practice and he has no reason to regret having 
adopted it. 
Absence of free hydrochloric acid, heralded as a 
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constant sign, has not been seen in his experience. 
It is more likely to occur late in the disease and is 
often found in carcinomatous disease in other 
organs of the body, and is, therefore, of no great 
diagnostic value. ’ 

The X-ray in the hands of an expert with ex- 
tensive experience in these cases is of great value 
in making early diagnosis, but in the presence of 
negative X-ray findings the surgeon should not be 
deterred from opening the abdomen, dispelling 
mystery, and revealing the truth. 

His advice is to operate in all cancers of the stom- 
ach, operate early, and, if unable to make a diagnosis, 
operate to make it. Epwarp L. CorNELL. 


Sear, H. R.: The Réntgen Ray Diagnosis of Surgical 
Diseases of the Stomach and Duodenum. 
Med. J. Austral., 1915, i, 527. 


Sear treats of the value of the X-ray in the dif- 
ferential diagnosis of chronic disease of the stomach 
and duodenum. He states that, though the X-ray 
examination will usually show the presence of malig- 
nant disease, errors are common in locating trouble 
in the prepyloric region when it is in reality in the 
first part of the duodenum. 

The author holds the screen method as essential 
to diagnosis, and that serial radiography will not 
replace this method. Examinations are usually 
made in the vertical position, though the horizon- 
tal and lateral positions are also used. 

The routine systematic procedure employed in 
the réntgen examination of the stomach is de- 
scribed, for the recording and observance of in- 
formation as to shape, motility, mobility, etc.; also 
the findings which are typical of pathological con- 
ditions. He shows that very often, particularly 
in the case of gastric ulcers in various phases of 
evolution, the réntgen findings must be verified 
by clinical data before a diagnosis can be made. 

The author reiterates that the test bismuth meal 
is as yet far from absolute in diagnosis; that lesions 
of the mesogastric region escape detection far less 
readily than those at the inlet and outlet of the 
stomach; and that it is around the outlet that the 
majority of réntgen errors in diagnosis occur. 

H. E. Porrer. 


Lapenta, V. A.: Gastropyloroduodenostomy, with 
Excision of the Ulcer-bearing Areas for Acute 
Perforated Ulcer in the Pyloric Canal. J. Am. 
M. Ass., 1915, lxv, 163. 


This case report is of interest, principally on ac- 
count of the correct diagnosis made before opera- 
tion from the clinical picture presented by the 
patient. 

The patient, aged 26 years, while standing on 
the sidewalk in front of his residence, talking to 
friends, was seized with an acute excruciating pain 
in the upper abdomen. So intense was the pain 
that it caused him to fall to the ground unconscious. 
He was carried into the house, and it was noticed 
that he vomited a small quantity of blood. 


About one hour after this happening, he was seen 
and found pulseless at the wrist, cold clammy sweat 
covering his body, respiration entirely thoracic, and 
his face had a very pinched and blanched expression. 
He was found sitting in bed with the body acutely 
flexed on the knees. No information or clinical 
history could be obtained from him. All the facts 
on which to evolve a working diagnosis had to be 
obtained from bystanders who had witnessed the 
attack and knew nothing about the patient. 

The diagnosis of perforated gastric ulcer was 
made. Perforation of the gall-bladder was ruled out 
on the statement of relatives that the man had 
always been well and had never had an attack of 
acute abdominal pain before. 

The patient was removed to the hospital and an 
immediate operation was performed. 

A long paramedian incision was made on the 
right epigastric region, extending down to the 
right iliac fossa. On opening the peritoneum a 
large amount of blood and gastric contents escaped. 
From the amount of food and liquid in the abdomen, 
it was very evident that the patient had had an 
excellent dinner and had certainly not lacked for 
wine. A careful surgical toilet was made and 
the examination of the viscera was begun at the 
stomach. Exactly in the pyloric ring and in the 
lower portion of it a large perforation, large enough 
to admit the index finger, was found. This was 
certainly a fortunate location for the perforation. 
as it enabled the author to make a wide excision of 
the ulcer-bearing area, and it was possible to restore 
the pyloric end of the stomach, insuring a large py- 
lorus by employing the technique of Vidal, affecting 
a gastropyloroduodenostomy. The appendix was 
found to be acutely inflamed, with a clean cut per- 
foration, with a little fecalith extruding from it. 

The appendix was removed in the usual manner. 
The abdomen was properly closed, adequate drain- 
age being provided at the lower angle of the incision. 
The recovery was uneventful, the patient leaving 
the hospital after three weeks. 

This case seems to strongly emphasize the etio- 
logical réle played by an appendiceal lesion in the 
production of acute gastric and duodenal ulcers. 
Lapenta is inclined to attribute to the concomitant 
acute appendicitis more importance than that of 
mere coincidence. 

Dieulafoy and d’Antona have held for many 
years that an appendiceal lesion can be the primary 
focus which may set up metastatically an ulcerative 
process in the stomach and duodenum. 

This view is also held by Lapenta and is sub- 
stantiated from his case records of a large number 
of acute and chronic gastric and duodenal ulcers. 
Chronic, acute and subacute, appendiceal lesions 
have been found to be present with remarkable 
frequency in most cases of acute gastric and duo- 
denal ulcers. 

The author attaches great significance to the 
relative rarity of these appendiceal lesions in the 
ulcers of the chronic type, both of the stomach and 
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duodenum. The suggestion made of the probable 
etiological réle played by appendiceal lesions in the 
production of acute gastric and duodenal ulcers 
is well supported by abundant clinical experience. 
This would seem to -emphasize the necessity of 
prompt surgical treatment in appendiceal lesions, 
in order to prevent the probable development of 
gastric and duodenal ulcers. 
C. E. Cox. 


Black, K.: Two Cases of Phlegmonous Duodenitis. 
Practitioner, Lond., 1915, XCv, 104. 


The author reports two cases of phlegmonous 
duodenitis, and abstracts two cases found in the 
literature by the author. 

The first case, a married woman, aged 33 years, 
had led a healthy life with occasional attacks of 
biliousness. One and a half hours after eating mut- 
ton she was seized with acute abdominal pain. 
Pain continued, she became feverish, and vomiting 
became constant after a drink. Her bowels were 
opened. The next morning pain referred to the 
umbilical and the right iliac regions was worse and 
vomiting became biliary in character. Pulse 140. 
Temperature 104.2° F. There was no jaundice, tongue 
was clean but dry. The abdomen was slightly dis- 
tended, particularly the upper part, and peristalsis 
was visible. There was no rigidity, but tenderness 
in the upper abdomen. ‘The stomach was dilated; 
the spleen and liver were enlarged; the heart, lungs, 
urine, rectum, and vagina were normal. At opera- 
tion, recent plastic peritonitis was found around 
the duodenum and posterior to the stomach. There 
was no perforation. The patient was almost mori- 
bund and the local area of peritonitis was drained. 
Death followed shortly afterward. 

At autopsy the stomach was found dilated. 
Follicular gastritis. ‘The first 2.5 inches of duod- 
enum were normal. Beyond that for about 8 inches 
the walls of the duodenum were markedly thickened 
and inflamed. On section the walls were studded 
with numerous small abscesses. No ulceration or 
signs of old disease were found in the mucous mem- 
brane, which was injected. The bile and pan- 
creatic ducts and pancreas were normal; liver and 
spleen enlarged and soft. Cultures grown from 
the liver, spleen, and the wall of the duodenum 
proved the presence of streptococci. 

The second case, a farmer aged 55, had been 
troubled for six years with recurring attacks of 
abdominal pain and vomiting of 24 to 48 hours’ 
duration. The last attack occurred six months 
before he was seen by the author. 

He had a bad attack of abdominal pain. Shortly 
after vomiting he had a rigor. The pulse was 100 
and temperature to1° F. Two days later he had a 
similar attack followed by rigor. 

At operation the duodenum and first 8 inches of 
the jejunum were swollen, inflamed, dark red, and 
in places black in color. At the pylorus the line 


of inflammation was sharply defined, but ended 
gradually in the jejunum. The duodenum ap- 
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peared solid and obstructed. A posterior gastro- 
enterostomy was performed; a drain was inserted 
and the wound partly closed. The patient rallied, 
then became worse and died three hours after opera- 
tion. No autopsy. 

From these and two other similar cases the author 
concludes that a substance has entered the blood 
and been excreted by the bile and on entering 
the duodenum has combined with, or been split up 
by, certain of the duodenal contents, and an intense 
irritant poison has been formed which has attacked 
the walls of the duodenum, setting up a violent 
inflammation. O. R. Sevin. 


Lambert, L.: Duodenal Ulcer from a Surgical 
Standpoint. Med. J. Austral., 1915, ii, 8. 


Surgical interference in duodenal ulcer must be 
considered when medication and diet have failed to 
relieve symptoms or when these symptoms have 
recurred after temporary relief. It is imperative 
when an ulcer has perforated, when it is endanger- 
ing life by repeated hemorrhages or is endangering 
nutrition by cicatricial obstruction. 

Toxamias have long been known to be associated 
with duodenal or gastric ulceration, particularly 
burns, but also in other toxamias, such as sepsis, 
cholemia, etc. The reason that the ulcerations 
are confined to these regions is in all probability 
the acid character of the gastric juice, as proved by 
the experiments of Bolton. The occurrence of jeju- 
nal ulceration after gastro-enterostomy and not 
after intestinal anastomosis, points to the acidity 
as the important factor in the persistence of the 
ulceration. The author believes that an excessive 
quantity of toxins absorbed from foci in the bowel, 
will be excreted in the bile and, effecting a con- 
tinuous damage to the duodenal wall, possibly cause 
lesions analogous to aphthous ulcers of the mouth, 
which are continued by the combination of infec- 
tion and acidity. 

Wilkie found that the duodenal wall in many 
instances was supplied by what is virtually an end 
artery, and it can readily be understood that this 
relative limitation of the blood supply would inter- 
fere with the healing of any lesion in this region. 

Induration of these ulcers in the majority of cases 
prevents excision, but even if excised, such treat- 
ment does not eliminate hyperacidity and so a 
gastrojejunostomy must supplement the excision. 
If the latter is efficient practically no food leaves 
the stomach and so pyloric exclusion is unnecessary. 
In the ordinary case, and especially when under- 
taken for hemorrhage the procedure appealing to 
the author is autolytic excision by means of the 
pentagonal compression stitch of Draper and 
Carpenter, combined with a posterior gastrojejunos- 
tomy. 

The most striking complication of duodenal ulcer 
is acute perforation, of which 14 cases are reported. 
Analysis of these cases shows that the most charac- 
teristic feature is the onset of sudden, overwhelming 
pain in the upper abdomen. Vomiting is not 
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marked. The temperature and pulse are low at 
first but later the pulse tends to rise. The respira- 
tory movements are restrained and the patient 
looks ill. Rigidity is the most important factor in 
diagnosis; from the first it is present all over the 
abdomen, but early more marked on the right than 
on the left side. The presence of movable dullness 
and loss of liver dullness are relatively unimportant. 

Perforation must be differentiated from (1) acute 
pancreatitis, in which there is often cyanosis, and 
in which vomiting is more persistent and abdom- 
inal rigidity more marked; (2) appendicitis, in 
which rigidity is more marked in the right iliac 
fossa; (3) strangulation of the bowel, which is 
characterized by persistent vomiting, paroxysmal 
pain, distention, and absence of rigidity; and (4) 
ruptured ectopic pregnancy, in which rigidity is 
absent and in which hemorrhage soon clears up the 
diagnosis. 

The treatment is immediate laparotomy, the 
operation never being delayed in the hope that the 
patient will rally from the shock. This should 
be combatted by the immediate administration of a 
full dose of morphine. In only one of the 14 cases 
was the ulcer suitable for excision. In the others 
a deep compression stitch was placed and a posterior 
gastrojejunostomy by the no-loop method was 
done, the anastomosis being placed as near the 
pylorus and greater curvature as possible. The 
abdominal wound was closed without drainage 
and no secondary abscesses developed. 

E. K. ArMsTRONG. 


Kirkwood, W. L.: Torsion of the Small Intestine; 
Resection of Eight Feet of Intestine; Recur- 
rence of Torsion. Med. J. Austral., 1915, ii, 49. 


The patient, aged 60, had suffered from pain of 
varying intensity for eighteen hours, during which 
time she had vomited three times, the pulse had 
ranged from 70 to 92 and the temperature had not 
been above 99.6°. The pain was felt chiefly in the 
upper abdomen and left side, there was no local and 
very little general tenderness, the abdomen had 
become distended and there was dullness in the 
flanks. After much delay, the abdomen was opened 
23 hours after the first symptom was noted. By 
this time the abdomen was enormously distended 
with fluid, the pulse was imperceptible, and the 
temperature 97°. 

Investigation revealed the fact that the mesentery 
had undergone torsion and was discolored, swollen, 
and pulseless. Many feet of bowel were distended, 
oedematous, without gloss, and chocolate colored. 
The diseased area was excised, eight feet inall. After 
a slow convalescence the patient regarded _ herself 
as well. 

Nine months later there was a recurrence of the 
previous symptoms with operation within four 
hours, at which time there was again found a clock- 
wise torsion of the small intestine with bands of 
adhesions between the various lines of suture, and 
a marked stenosis at the line of intestinal suture. 
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The torsion was unwound and the circulation being 
good and the stenosis not being deemed responsible 
for the trouble, nothing further was done. An 
uninterrupted recovery followed. The patient is 
much better than after the first operation and has 
gained flesh rapidly. 

The author regards the following points as of 
interest: (1) the occurrence of torsion without 
obvious cause, such as adhesions or malformations; 
(2) the recurrence of the torsion; (3) the length of in- 
testine removed; (4) the lienteric diarrhoea which 
followed the first operation and which later ceased. 

FE. K. ArMstronc. 


Callender, G. R.: Gastric Glands in Meckel’s 
Diverticulum. Am. J. M. Sc., 1915, cl, 60. 


The author reports the results of an autopsy on 
a child aged nineteen months, who died as a result 
of intestinal hemorrhage. There was a_ history 
of one previous attack from which it recovered, but 
it had always been rather weak and ill-nourished. 

About 75 cm. from the cecum on the border of 
the ileum opposite its mesenteric attachment was a 
diverticulum, 2 cm. in length and 2.5 cm. in diameter, 
attached to the posterior wall of the caecum at its 
apex by a fibrous band 0.4 cm. in width. On 
section there appeared a punched-out, regular ulcer, 
o.5 cm. in diameter, in the ileum at the border of the 
diverticulum. In the margin of this ulcer was a 
small vessel, the lumen of which was plugged with 
pinkish clot. 

The walls of the diverticulum were from 0.4 to 
0.6 cm. in thickness, and the mucosa resembled that 
of the fundus of the stomach. The diagnosis was 
peptic ulcer of the ileum; Meckel’s diverticulum, 
lined with mucosa of the type of the gastric fundus 
glands. Epwarp CorneLt. 


Jessup, D. S.: Carcinoma of the Appendix, a Plea 
for Its Removal Whenever the Abdomen Is 
Opened. Am. Med., 1915, xxi, 560. 


The practice of routine microscopical examina- 
tion of appendices has shown that carcinoma of this 
organ is not uncommon. One group of 5,000 
cases demonstrated that the disease occurs once in 
every 225 cases of chronic appendicitis. The 
author’s records of three hospitals show that car- 
cinoma occurred four times in about 2,100 ap- 
pendices. Only one of the specimens presented a 
gross appearance suggesting tumor formation. The 
clinical course of carcinoma in this region 
points to a slow growing and not very malignant 
type of tumor with extension outside the appendix 
uncommon. In about half of the cases the age 
incidence is under 30. 

In the case reported the patient, a woman, had 
had five attacks of appendicitis. The organ pre- 


sented the appearance of a chronic obliterating 
appendicitis, except that the color was yellow after 
formalin hardening, instead of the usual white. 
Sections through the distal portion showed absence 
of lumen, loss of the mucosal structure with a dense 
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growth of connective tissue in which lay well-defined 
nests and strands of moderate sized cells which had 
invaded the muscularis outward to the serosa. 
It was the picture of a medullary or scirrhous 
cancer rather than of the adenocarcinoma so often 
seen in tumors of the large gut. 

The question arises whether chronic inflammatory 
changes here may not be the precursor of carcinoma. 
If one remembers that in from 2 to 4 out of every 
1,000 appendices there will be carcinomatous 
changes, and this without reference to the age of the 
patient, the appearance of the organ, or history of 
the trouble, there seems to be very good reason for 
urging the removal of this organ whenever there is 
opportunity. E. K. ARMSTRONG. 


Clopton, M. B.: Appendicitis in Children. Pediat- 
rics, 1915, XXvil, 271. 

In the cases of appendicitis in children treated 
within the past eighteen months at the St. Louis 
Children’s Hospital, 9 per cent of the cases occurred 
in the first 5 years of life, 54 per cent between 
5 and 10 years, and 37 per cent between 10 and 15. 

The important feature of the pathology of appen- 
dicitis in children is the early development of gan- 
grene. In the author’s cases, a third were gangrenous 
throughout or in part and perforation accounted for 
the peritonitis in another large group Only one- 
third of the cases were uncomplicated acute inflam- 
mations where the inflammation was confined to 
the appendix and permitted a closure of the wound 
without drainage. One-half of the cases had a more 
or less localized collection of pus outside the ap- 
pendix and one-eighth of the cases showed a spread- 
ing peritonitis. The appendix was retrocecal in 
30 per cent, and many of them were gangrenous. 
Several times a half twist of the meso-appendix 
was found, which probably was a factor in the 
stasis that resulted in gangrene. ‘Twice there was 
definite history of trauma. Fecal concretions were 
found in a fifth of the cases. Pinworms were found 
in three cases. 

The comparison of the results of operations for 
appendicitis in adults and children show more 
favorable figures for the children. The author has 
had a mortality of less than 4 per cent. 

All cases of appendicitis in children should be 
operated upon as soon as the diagnosis is made. 
In the beginning of the attack the infected organ 
may be removed intact with its dangerous contents 
safely enclosed. Under such circumstances the 
mortality is a negligible quantity and is dependent 
upon accidents over which the surgeon has little 
control. 

The dangerous stage of appendicitis, occurring 
between the third and the sixth day with the in- 
fection not circumscribed, but involving the neigh- 
boring organs in the acute inflammatory process or 
the early pathologic changes of a circumscribed 
or general peritonitis, is the period in which the 
question of operation has divided the surgical world 
into two camps. Epwarp L, Cornett. 
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Patry, G.: Appendicostomy (L’appendicostomie). 
Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 897. 

Appendicostomy is a simple operation, consisting 
in bringing the appendix out, suturing it to the parie- 
tal peritoneum or even the skin, decapitating it and 
introducing a catheter for the purpose of flushing 
out the intestine. It was introduced in 1895 by 
Keetley, but his praise of it was so exaggerated that 
it prejudiced continental surgeons against it, and 
its use has been confined to England and America. 
Patry thinks it a very valuable operation when 
properly used. It is indicated in colitis, intestinal 
stasis, intestinal occlusion and peritonitis. 

He describes the case of a girl of 19 who had taken 
bichloride of mercury, and was suffering from an 
intense bloody diarrhoea. He relieved the pain 
and improved her general condition by performing 
appendicostomy and flushing out the intestine. 

Another case was in a man of 60 who had 20 
to 30 bloody stools per day. He had been given 
various treatments for ulcerative colitis without 
success. Patry performed a laparotomy and ex- 
amined the whole large intestine for a tumor, but 
found none. Appendicecostomy was performed 
and the man was taught to flush out his own colon 
with physiological salt solution; it was introduced 
under sufficient pressure so that it came out at the 
anus immediately. His condition improved rapidly; 
he gained in weight, the ulcers disappeared, and his 
bowel movements became regular. The fistula 
was finally closed and he has been well ever since— 
more than a year. 

In one case in which the appendix had been 
removed previously the author practiced Gibson’s 
cecostomy, that is, the suturing of the ileocecal 
valve to the skin, but he could not see that the re- 
sults were any better than after simple appendicos- 
tomy. 

The operations usually proposed for chronic in- 
testinal stasis are very serious, and at the same time 
not particularly efficacious. Often a number of 
operations have to be performed; Patry has seen 
as many as five in one case. Appendicostomy is a 
much simpler operation, and even if it is not success- 
ful it can do no harm, for it does not produce any 
changes in the anatomy or physiology of the colon. 
Irrigations through the appendix fistula act mechan- 
ically rather than chemically. Oil is used first and 
then physiological salt solution. These irrigations 
cleanse the intestine and then stimulate it to do its 
own work; it decreases in size and finally returns 
to its normal physiological and anatomical con- 
dition. Rectal irrigations do not have the same 
effect because they are antiperistaltic and therefore 
unphysiological. 

Patry describes the case of a young woman with 
severe intestinal stasis, who had not had a bowel 
movement for years except after enemata. Part 
of the transverse colon was resected and a colopexy 
performed; but the condition soon returned, and her 
general health was becoming very poor. Appendi- 


costomy was performed, and 200 gms. of olive oil 
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followed by salt solution were given through the 
fistula. After awhile daily stools could be obtained 
without any pain. Then the intervals between the 
irrigations were increased, till finally only two a 
week were given. This was kept up for four months 
before the fistula closed. The patient is now in 
excellent health and has regained her normal weight. 
Successful cases of two other authors are cited. 
Appendicostomy has also been used success- 
fully in Hirschsprung’s disease. It is also indicated 
in chronic intestinal obstruction, but not in acute. 
The intestine regains its normal function very 
rapidly after appendicostomy for peritonitis. The 
alternate filling and emptying of the intestine stimu- 
lates peristalsis. A. Goss. 


Taylor, J. M.: Visceral Stasis, Mechanical Ob- 
structions, and Their Effects, Relievable by 
Rational Measures. JN. Y. M.J., 1915, cii, 231. 


Fifteen years ago Taylor began experimenting 
by manipulation in cases presenting visceral ob- 
structions and disturbances of tone, combining 
stimulus to vasomotor subcenters with pressure on 
the abdomen in lower quadrants, along the lines 
of Bourcart of Geneva and H. F. Graham. 

The objective and subjective symptoms may be 
sketched as follows: 

1. Objective: A pull on well relaxed abdominal 
walls affects the structures beneath, and membranes, 
veils, or adhesions yield to repeated tractions. 

2. Subjective: Ina normal abdomen there is only a 
moderate discomfort to these manipulations, but 
where abnormalities exist various subjective sen- 
sations are obtained. Subacute or chronic ap- 
pendicitis gives a severe tenderness on dragging 
toward the umbilicus. Any adhesion gives a dull 
sickening pain, often a transitory nausea. Post- 
operative adhesions cause less severe pain. In pelvic 
or bladder diseases umbilical traction is painful. 

The treatment consists of the following measures: 

1. Mechanical pressure and traction on paraver- 
tebral structures. 

2. Gentle, slow pressure from near the anterior 
superior spines toward the diaphragm, which re- 
laxes spasm and increases peristalsis. 

3. Two-hand compression lateral and upward, 
which stimulates peristalsis. 

4. A slow, lifting pull on the abdominal walls 
following the diagram by H. F. Graham. 

5. A voluntary compression and elevation of the 
abdominal walls, enhancing the muscular power of 
raising the viscera. 

6. Lifting the head while lying prone and thrust- 
ing arms to the right, then to the left, which de- 
velops transversalis. 

These procedures occupy about ten minutes and 
are repeated every third day. Purturs M. Cuasr. 


Burke, J.: Diagnosis of Colon Cancer. JN. Y. St. 
J. Med., 1915, xv, 263. 


The symptoms and signs of colon cancer depend 
upon three definite pathologic factors: (1) stenosis 
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of the bowel; (2) the accompanying intestinal 
catarrh; and (3) ulceration of the mucous membrane, 
or the tumor extending into some other organ or into 
the peritoneal cavity. When stenosis is the single 
feature, a patient can carry a carcinoma of the 
colon without giving marked clinical evidence of 
its presence until acute stenosis intervenes. 

When an anemic patient who enjoyed perfect 
health up to a certain given moment, particularly 
as regards his digestion, suddenly with or without 
dietary indiscretion begins to suffer with colicky 
pains, with rumbling noises in his abdomen and radi- 
ation of pains toward the anus, accompanied by rectal 
tenesmus, and either in addition to obstinate con- 
stipation or diarrhoea notices a great loss of weight 
and increasing muscular weakness, cancer of some 
part of the bowel should be immediately suspected. 
When the stools contain blood, mucus, or pus, 
or all three at one time the further suspicion of 
cancer is strengthened; and if a mass is also found 
in any part of the abdomen with or without visible 
peristalsis or intestinal rigidity, a positive diagno- 
sis of cancer is assumed. The pains of intestinal 
cancer are localized around the umbilicus or spread 
diffusely in the lower abdomen. These pains while 
occurring frequently at the height of obstipation 
sometimes occur when there is fairly regular bowel 
movement; therefore, they do not depend upon 
intestinal rigidity but may sometimes be due to 
local peritonitis. The absence of colics, there- 
fore, can never be construed against the diagnosis 
of a possible carcinoma of the large intestine. Pro- 
fuse hemorrhage from the bowel seldom occurs 
in colon carcinoma; small flecks of blood are very 
frequent. ‘Tarry stools never occur in carcinoma of 
the colon. The copious evacuations which occur 
in the late stages of cancer of the bowel, are scarcely 
ever influenced by therapeutic measures directed 
against chronic intestinal catarrh, such as diet, 
opium, etc. In carcinomata which affect the 
descending colon and sigmoid flexure, there are 
symptoms somewhat peculiar to them, namely, 
of the rectum; either alone or combined with 
bladder tenesmus; and when these symptoms are 
present in an otherwise obscure case cancer of the 
large bowel must be thought of as a possible cause. 
There are cases in which the differential diagnosis 
between cwcum, carcinoma, and appendicitis in 
old people give rise to great speculation, when there 
exist elevation of temperature and sometimes re- 
peated chills, as well as acute local pain. The 
differentiation between bowel carcinoma and ap- 
pendicitis in elderly people depends more upon the 
previous history of the patient than upon the tem- 
perature. In differentiating cancer from tuberculo- 
sis of the caecum, however, most careful examination 
of both lung apices for healed tubercular processes, 
the presence of Diazo reaction, the finding of 
tubercle bacilli in the stool, and the positive von 
Pirquet reaction, should guide the surgeon in the 
right direction. The chief cause of error in differen- 


tial diagnosis of the hepatic flexure carcinoma are 
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gall-bladder and liver neoplasms and kidney tumors 
and occasionally duodenal induration. In malignant 
diseases of the sigmoid where the early pains are 
referred to the bladder and the left testicle, the 
error of confounding it with nephrolithiasis can 
obviously be made; but in the absence of pathological 
urinary changes, blood, pus, etc., the negative X- 
ray findings as regards stone in the kidney or ureter, 
would exclude kidney colic at once. The differen- 
tial diagnosis between carcinoma of the sigmoid 
and diverticulitis is very difficult. In active sig- 
moid diverticulitis there is always a palpable mass, 
and with muscular rigidity as against carcinoma 
unless the peritoneal cavity is involved. A mass 
therefore, that appears suddenly in a patient who 
has complained a long time of pain and tenderness 
especially occurring in attacks, speaks for an in- 
flammatory character of the process and against 
carcinoma; if the mass disappears and after a time 
returns, an inflammatory process is almost positive. 
In cancer there is secondary anemia and great 
loss of weight and strength; in most cases of diverti- 
culitis, the patients have been well nourished, of 
good color and sound musculature, and the weight 
loss very slight; frequently these patients are obese. 
The author concludes as follows: 

1. Early diagnosis in colon cancer is the surest 
means to a surgical cure. 

2. In cases of unexplained loss of weight and 
diminished muscular strength, with secondary 
anemia in any adult above forty years, particularly 
if gastro-intestinal symptoms are present, cancer of 
the colon should be carefully considered. 

3. Where a tumor is present in any of the four 
corners of the abdomen colon cancer must be 
thought of. 

4. When peritoneal friction sounds are heard 
over the tumor it speaks positively for its intraperi- 
toneal origin. 

5. In sudden profuse hemorrhage from the bowel 
the colon should be diligently investigated for cancer, 
particularly the sigmoid flexure. 

6. When an adult complains of colicky pains in 
the abdomen, particularly when accompanied by 
disturbances of bowel function, colon cancer 
should be thought of as the probable cause. 

7. In cases of suspected acute appendicitis in 
elderly people, cancer of the cecum must not be 
lost sight of in the diagnostic deliberations. 

8. In all cases where there is the slightest sus- 
picion of colonic derangement the X-ray should 
never be omitted in the examination. 

9. In all cases of suspected cancer of the bowel, 
X-ray examination should always be made. 

C. G, Heyp. 


Télken, R.: Ekehorn’s Operation for Prolapse of 
the Rectum in Children (Die Ekehornsche Opera- 
tion des Mastdarmvorfalls bei Kindern). Deutsche 
med. Wchnschr., 1915, xli, 427. 


Prolapse of the rectum in adults is a permanent 
pathological condition, while in young children if 
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the predisposing factors are eliminated it tends to 
recover spontaneously, so that it may be treated 
by simpler methods than in adults. Télken warmly 
recommends Ekehorn’s operation. The child is 
anesthetized and the prolapse replaced. With the 
left index finger in the rectum, a needle is passed 
through the skin at the lower part of the sacrum and 
into the rectum; it is threaded with strong silk and 
drawn out again; the same process is repeated on the 
other side with the other end of the thread, and the 
two ends are tied together over the sacrum. The 
rectum is thus suspended in asling. The suture can 
be removed after about two weeks. It is the sim- 
plest possible operation, but the results have been 
permanent, not only in the 9 cases, of which the 
histories are given by the author, but in all of the 
14 that have thus far been reported in the literature. 
The only objection to be urged against it is the 
possibility of infection, but this has not occurred in 
any of the published cases. A. Goss. 


Back, I.: The Correct Life-History of Fistula-in- 
Ano. Practitioner, Lond., 1915, xcv, 31. 


The author attempts to destroy misleading ideas 
of the causation of fistula-in-ano other than tuber- 
culosis (5 per cent, the author), and to explain the 
cause of fistula-in-ano on anatomical grounds. 
He cites the usual classification of causes in most 
textbooks of surgery, and gives his idea of the 
origin. 

The morphological development of the rectum 
and anus is completed about the twelfth week of in- 
tra-uterine life by the junction of the proctode#um 
and the hind-gut. At the level of this junction, and 
situated exactly between the two anal sphincters 
are the anal papille, five to eight soft whitish pyra- 
midal protuberances above the surface of the mucous 
membrane. During the passage of a constipated 
stool one or more of these papilla are torn down, a 
fissure resulting. The loose portion of mucous 
membrane becomes infiltrated with granulation 
tissue leaving a ‘‘sentinel pile.”” No deeper infec- 
tion results because the whole area is exposed and 
natural drainage has been established. 

When, however, instead of being torn right down 
the papilla is only detached from its base, an in- 
adequately drained opening is made in the mucous 
membrane, infection follows, which leads to sup- 
puration and a fistula. Since the papilla are sit- 
uated between the internal and external sphincters 
the internal opening of every complete fistula is 
likewise to be found there. 

The formation of the various kinds of fistula is as 
follows: 

1. In the perianal fistula the pus makes its way 
to the surface in the perianal skin without involving 
the ischiorectal fossa proper. 

2. In ischiorectal fistule the infection follows 
the line of least resistance, which is submucously 
down toward the margin of the anus, and thence 
upward into the ischiorectal fossa, forming an 
ischiorectal abscess. Then the tract makes its 
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way through the skin, a complete fistula-in-ano 
developing. 

3. In fistula-in-ano, with high internal opening, 
the pus travels, as in an ordinary fistula-in-ano, 
downward; but at the same times it ascends from 
the original opening and makes its way into the 
rectum. 

Pelvirectal fistulae, which have nothing to do with 
the rectum, are the late result of a primary focus 
of infection above the pelvic diaphragm, the pus 
making its way to the surface in the ischiorectal 
fossa by passing through the levator ani muscle and 
traveling by the side of the rectum. 

Granted the fact that the tract of a fistula-in-ano 
does not pass above, but below the external sphinc- 
ter, the author thinks it unnecessary in operating 
to cut this muscle. O. R. SEVIN. 


LIVER, PANCREAS, AND SPLEEN 


Schultze: Surgery of Acute Cholecystitis (Zur 
Chirurgie der akuten Cholecystitis). Beitr. s. klin. 
Chir., 1915, xcv, 494. 


Cholecystitis is not a clinical entity. There is a 
group of cases of acute cholecystitis caused by 
stones, and another caused by primary disease of 
the walls of the gall-bladder, a diffuse phlegmon 
entirely independent of the presence of stones. 
Between these two forms are intermediate stages. 

It has not been long since acute cholecystitis was 
regarded as a purely medical condition, but now 
many surgeons think that early surgical operation 
is indicated, just as in acute appendicitis; but 
there is great difference of opinion as to the operation 
of choice. In Germany cholecystectomy is pre- 
ferred by most surgeons, while foreign surgeons, 
especially English and American, prefer cholecystos- 
tomy. The latter group of surgeons hold that 
cholecystostomy is sufficient in most cases. The 
technique of cholecystectomy is more difficult 
and the operation more serious, the gall-bladder 
should be preserved as it may become necessary in 
later operations for the formation of anastomoses, 
and the loss of the gall-bladder involves serious 
physiological disturbances. 

Schultze takes up a detailed refutation of each 
of these arguments and says that experience has 
shown that none of them is valid. He advocates 
early operation for acute cholecystitis, generally 
by cholecystectomy. Cholecystostomy should be 
reserved for exceptionally severe cases in which 
the patient’s general condition is very bad. He has 
operated upon 25 cases, the operation being cystec- 
tomy in 21. All of the 21 cases recovered, those in 
which the common duct was not drained in an 
average time of 29 days, those in which it was 
drained in 32 days. The common duct should be 
drained only in case it contains stones or abnormal 
bile, or its walls show dilatation. 

Autoplastic transplantation of omentum is the 
best method of stopping hemorrhage from the liver. 

A. Goss. 


-they obstruct the lumen of the ducts. 
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Thring, E. T.: Five Cases of Gall-Bladder Surgery. 
Med. J. Austral., 1915, ii, 95. 

The author describes five cases of gall-bladder 
surgery which were of particular interest from the 
viewpoint of diagnosis and treatment. The first 
case gave a history of typical attacks of biliary 
colic, but when the abdomen was opened no calculi 
were found, either in the gall-bladder or in the 
ducts. The gall-bladder was drained, however, but 
the author believes it would have been wiser to 
excise the gall-bladder instead of simply draining it. 
On the whole, Thring is much more inclined to do 
cholecystectomy than cholecystostomy. ' 

C. G. Heyp. 


Crohn, B. B.:, The Early Diagnosis of Carcinoma of 
the Bile and Pancreatic Ducts. Am. J. Surg., 
XXIX, 270. 

The author describes a useful diagnostic method 
in cancer of the bile and pancreatic ducts that will 
enable an earlier diagnosis to be made and better 
treatment instituted. 

Only recently have surgeons attempted anything 
radical in the treatment of cancer of this region. 
As a rule the cases are allowed to progress until the 
hopeless stage is reached, before a diagnosis is made. 

Cancers in this region originate from: (1) the 
common bile-duct—fairly common; (2) the am- 
pulla of Vater—rare; (3) the duct of Wirsung—rare; 
(4) the papilla of Vater and neighboring duodenal 
mucosa—fairly common; (5) the head of the pan- 
creas—less common; (6) from neighboring organs— 
fairly common. 

The first four groups consist of tumors of small 
size, usually adenocarcinomata, which grow slowly 
and produce metastases late. Early, however, 
Later, by 
ulceration, these ducts become somewhat patent. 

Crohn considers the duodenal tube as a means 
par excellence of early diagnosis. In tumors of 
these ducts examination of the duodenal secretion | 
shows an absence of bile. In addition, the ab- 
sence of pancreatic ferments locates the tumor at or 
about the head of the pancreas. In 17 cases of neo- 
plasms, 94 per cent gave the above results. No 
other condition will give this finding, as Crohn’s 
reports show. 

Those cases not showing this result were those 
in which ulceration had occurred, allowing the 
secretions to escape. In these cases the diagnosis 
must be made from clinical evidence. History will 
show a sudden clearing of the icterus which was of 
long-standing, rapid emaciation, septic tempera- 
ture from ulceration, leukocytosis, and blood in 
the intestinal contents. 

In diagnosing chronic pancreatitis, the duodenal 
contents will show the presence of pancreatic 
enzymes but in distinctly diminished quantity, 
and the presence of bile. This will occur before 


the characteristic stool or other evidences of disease. 
An excellent diagnostic table based on the above 
findings is given. 
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In closing, Crohn recommends the two-stage 
Kausch operation as the best procedure in this 
condition. The operative mortality, however, is 
43 per cent, with a permanent cure of 19.5 per cent. 

M. CHase. 


Einhorn, M.: A Clinical Contribution to Our 
Knowledge of Chronic Pancreatitis. J. Am. 
M. Ass., 1915, Ixv, 149. 

It is only recently that exact diagnoses of chronic 
pancreatitis have been made. An increasing num- 
ber of operations and functional tests have been 
the chief source of aid. 

Einhorn presents a series of cases in which the 
diagnosis was based upon the newer functional tests 
of the pancreas and of the digestive tract. The 
diagnosis was twice confirmed in three operative 
cases. The cases are grouped according to the 
symptomatology, as follows: (1) main symptom 
diarrhoea; (2) gastralgia, constipation, and weakness; 
(3) diabetes mellitus, dyspepsia, and weakness. 

Representative of group one, four cases are 
cited. Diarrhoea, loss of weight, weakness, epigastric 
pain, and vomiting were the chief symptoms. The 
diagnosis was based upon the clinical syndrome, 
the foecal examination, presence of fat, starch, and 
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food remnants; and upon the diminution or absence 
of the pancreatic secretions as shown by the ex- 
amination of the duodenal contents. In several 
cases a therapeutic response to pancreon, alkalies, 
and diastase was shown. 

Representative of group two, characterized by 
gastralgia, constipation, and weakness, four cases 
are cited. As in the first group, the clinical syn- 
drome plus the examination of the stools and of the 
duodenal contents made the diagnosis. In two 
cases of this group a hard and enlarged pancreas 
was found at operation. 

Two cases belonged to group three. The combina- 
tion of diabetes and the diminution in the pancre- 
atic secretions established the diagnosis. 

The prognosis is always grave, but depends upon 
the cause of the disease. The most favorable 
cases are those due to gall-stones in which the 
gall-bladder has been drained. 

The most important points in the treatment are: 
(1) the removal of the cause where possible; (2) the 
procuring of better food assimilation by means of 
diatetic treatment; (3) aiding the impaired function 
of the gland by giving some of its prepared extracts 
such as pancreon or pancreatin. 

J. R. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Davis, J.S.,and Hunnicutt, J.A.: The Osteogenic 
.Power of Periosteum; a Note on Bone Trans- 
plantation. Ann. Surg., Phila., 1915, \xi, 672. 


The authors carried out a number of experiments 
to determine the osteogenic power of the periosteum. 
They divided their experiments into 10 group: 

Group 1. a. The transplantation of free flaps of 
periosteum without bone particles into the muscles 
or subcutaneous tissue of the same animal. 

b. Thetransplantation of free periosteum, with- 
out bone particles into the muscles or subcutaneous 
tissue of another animal of the same species. 

c. The injection into the soft parts of small 
bits of periosteum without bone particles in sus- 
pension. 

d. The transplantation of free periosteum with 
thin bone shavings attached, into soft parts of the 
same animal. 

e. The transplantation of free periosteum with- 
out bone particles, congealed in a blood-clot, into 
the subcutaneous tissue of the same animal. 

Group 2. a. The transplantation of peduncu- 


lated flaps of periosteum without bone particles 
into, or around, adjacent muscles. 

b. The transplantation of pedunculated flaps of 
periosteum, with a thin film of bone attached, into 
adjacent soft parts. 


Group 3. The subperiosteal resection of bone, 
leaving the periosteal tube undisturbed, as far as 
possible. 

Group 4. The transplantation of bone and other 
substances with the periosteal tube after a partial 
subperiosteal resection of a rib. 

Group 5. Silver wire experiments. 

Group 6. The implantation of bone and also 
periosteum into prepared defects in the skull. 

Group 7. Autobone in soft parts. 

Group 8. Isobone in soft parts. 

Group 9. Autobone in bone defects. 

Group 10. Isobone in bone defects. 

A number of radiograms taken at intervals show 
the workings of the transplants. 

The authors give the following summary: 

1. Free periosteal transplants did not produce 
bone in the large majority of experiments, even 
though osteoblasts were adherent to the trans- 
plants. : 

2. Pedunculated flaps of periosteum did not pro- 
duce new bone. 

3. Free periosteal transplants and pedunculated 
periosteal flaps with bone shavings attached pro- 
duced bone in each experiment. From this it 
might be surmised that bone particles had been 
accidentally transplanted in those experiments in 
which bone was found after the transplantation of 
the free periosteum. 

4. The removal of periosteum had little, if any, 
effect on the nutrition of a bone. 


496 


5. The surface from which the periosteum was 
removed showed very little overgrowth of bone, 
unless there had been considerable irritation of 
that surface, either by trauma or by infection. 
The area from which the periosteum was taken 
was covered by a thin, very adherent fibrous mem- 
brane, or the muscle tissue was adherent to the 
denuded area. J. O. WALLACE. 


Kisch, E.: Treatment of Surgical Tuberculosis at 
Low Altitudes (Uber cine Behandlungsmethode 
der chirurgischen Tuberkulose in der Ebene). 
Arch. f. klin. Chir., 1915, evi, 706. 


In view of the brilliant results obtained by 
Rollier and others in the treatment of surgical tuber- 
culosis at high altitudes by heliotherapy, Kisch 
thought it well to try the results of similar methods 
at the lower level of Berlin. He reports 20 cases, 
with numerous illustrations showing the progress 
made. His method combines sunshine treatment 
with Bier’s method of passive hyperwmia, and he 
concludes that with these two methods combined 
patients can be treated as well at home as at the 
mountains, provided they are in an atmosphere 
that is reasonably free from dust, for he finds that 
the action of the sun’s rays depends to a con- 
siderable extent on the air’s freedom from dust. 
Passive and active exercise of the joints is also an 
indispensable factor in the treatment. This is 
comparatively easy to carry out, as the constric- 
tion of the limb for hyperemia makes the move- 
ments painless. In cases with fistula there is first 
an increase in the secretion and then a gradual 
decrease and finally cessation. Some cases with 
severe fistula healed in from four to six months. 
One case of severe lupus of the face and neck re- 
covered completely in four months. Particularly 
good functional results were attained by the treat- 
ment. A. Goss. 


Bryant, W.S.: Acute Articular Synovitis of Cryptic, 
Nasopharyngeal Origin. J. Am. M. Ass., 1915, 
Ixv, 163. 


Bryant cites a case of acute polyarticular effusive 
sinovitis involving the right hip, knee, and ankle. 
With a history of 6 weeks of joint inflammation, 
the patient was unable to stand or walk and was 
generally run down. Throat examination showed 
a red pharynx, and an enlarged soft adenoid which 
bled very readily. Treatment consisted of anti- 
septic post-nasal applications, which brought about 
recovery of the hip in five days, and of the other 
joints in 23 days. Bryant concludes that when 
in acute articular inflammation, the primary infec- 
tion is not obvious, a cryptic infection probably 
thrives in the oesophagus. R. G. Packarb. 


Cotton, F. J.: A New Procedure for the Cure of 
Chronic Synovitis. 
xxi, 104. 

Cotton has applied the theory of the filtering 
scar, used in eye work, etc., to the cure of chronic 
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joint hydrops of a type showing no underlying 
constitutional or local cause. The technique of 
this includes an eversion of the edges all around the 
opening, which is made in the quadriceps bursal 
portion of the knee-joint; an eversion which renders 
any epithelialization of the scar impossible. This 
operation has been successful in two cases as 
follows: 

The first was a case of intermittent hydrops in 
which the effusion did not occur after operation, 
though the intermittent pain, previously preceding 
effusion, still persisted. 

The second case was a chronic hydrops, pure and 
simple, in which both knees were operated upon 
with the result that the fluid disappeared. An 
occasional reappearance of a small amount of fluid 
on overexertion was readily dealt with, the fluid 
absorbing quickly under slight compressive 
bandage which had been of no use previous to the 
establishment of the filtering scar. 


Hanks, M. E.: Damaged Pelvic Joints. J. 
Inst. Homeop., 1915, vii, 1408. 


Am. 


The general belief that the pelvic joints are im- 
movable has been disproven, and it is claimed that 
these joints are more liable to injury than any 
other. The following facts support this claim: 

The bones are simply in apposition, therefore, 
easily displaced. The inter-bone surfaces are 
nearly smooth, and the strength of the joint de- 
pends almost entirely upon the ligaments andthe 
neighboring muscles; the position of the pelvis 
renders it more vulnerable to trauma. 

When we speak of a displacement, or dislocation 
of the joint, it must be understood that there is not 
often a wide separation of the articular surfaces. 
The X-ray does not always reveal a deformity, but 
the bones slip enough so that irritation of the inter- 
bone surfaces results, or so that their relationship 
is disturbed, which, in turn, disturbs the relation 
between other structures. When the strength and . 
stability of the joints are disturbed, the pelvis tilts 
and the whole body is thrown out of line, which 
necessitates a constant muscular effort to maintain 
the equilibrium of the body and leads to prostrating 
fatigue and a state of general ill health which to the 
inexperienced may seem to be out of all proportion 
to the physical findings. The muscular strain and 
fatigue are communicated to the muscles of the 
back, the thighs, and even to the feet. The rela- 
tion of the feet to the back is a very close one, and 
weakened arches or flat-foot are found in many 
of these cases. More than that, the large nerves 
which pass over the sacro-iliac joints are frequently 
irritated, as can easily be understood. Branches 
from the sacral plexus and from the lumbar plexus 
cross the sacro-iliac synchrondoses. 

The cases of this condition are either physiological, 
traumatic, or postural. Pregnancy, menstruation, 
and the atonic condition following severe illnesses 
come under the first heading. Under traumatic 
causes are direct blows to the pelvis, twists of the 
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back, and heavy strains. Under the third heading 
come the muscular strains caused by faulty position, 
dress, or shoes. Pain is the most common symp- 
tom; it is worse after exercise on the affected 
side. It may be referred to the area over which 
the irritated nerves are distributed; sleep is 
usually interfered with, and the patient assumes 
certain characteristic attitudes and habits of stand- 
ing and walking. Relaxation or subluxation of 
the pelvic joints often causes neurosis of the pelvic 
organs. 

In treating these cases, the author suggests first 
the use of adhesive strips applied tightly to the 
lower spine to limit motion. Front-laced corsets 
are also of great aid, if tight around the pelvis and 
loose over the abdomen and waist. If the case has 
developed spinal deformities, a brace supporting 
the spine and shoulder girdle as well as the pelvis 
is often helpful. Exercise is extremely important. 
These exercises should strengthen the gluteal and 
back muscles. DeForest P. WiLtarD. 


Brickner, W. M.: Prevalent Fallacies Concerning 
Subacromial Bursitis; Its Pathogenesis and 
Rational Operative Treatment. Am. J. M. Sc., 
1915, cxlix, 351. 

The author refutes the current misconceptions 
concerning subacromial bursitis, and sets forth 
his conclusions, based on the careful study and 
treatment of a large number of cases, that there is 
no diagnostic point of tenderness; most often the 
tenderness is anteriorly, over the lesser tuberosity; 
there is usually little or no swelling; the shadow seen 
radiographically is due, not to thickening of the 
bursal wall, but to a calcareous deposit found in 
or on the supraspinatus or infraspinatus tendon, 
and therefore beneath, never within the bursa; 
not only is the removal of the bursa unnecessary, 
but its complete excision as some books recommend, 
is impossible without mutilating dissection; sub- 
acromial bursitis is traumatic, resulting from the 
bruising of the bursa and the underlying tendon, 
by external violence or, more often, by an un- 
duly vigorous active or passive abduction of the 
arm; it does not arise from bacterial or toxic irri- 
tation. 

The calcareous deposit appears early, even in a 
few days after trauma. Whether seen early or late, 
within or upon the tendon, it may be semifluid or 
solid, small or large, single or multiple. It does not 
come from the bone. 

He describes the technique of the operation he 
employs, which experience has shown him to be the 
“surest means of early cure.”’ The patient is 
placed partly on his side with a cushion under the 
affected shoulder. [From the outer border of the 
acromion downward over the greater tuberosity, 
a two and one-half or three-inch vertical incision 
is made, exposing the deltoid muscle, which, having 
been split, is retracted. This discloses the roof 
of the bursa, which is drawn up with forceps away 
from the floor, incised, and retracted, exposing the 
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interior of the sac. After all adhesions have been 
divided, the bursa is explored with curved scissors 
and the finger, while the arm is manipulated if 
necessary. Next, the bursal floor is incised in the 
same line, and dissected up from the supraspinatus 
tendon. Ifa deposit is thus found it is removed with 
a blunt spoon. The tendon usually reveals a small 
transverse tear, within which is more of the deposit. 
Should no extratendinous deposit be found, the sup- 
raspinatus tendon is opened axially at the site in- 
dicated by the radiograph, and the deposit is 
spooned out. In either case, frayed edges of tendon 
and adhering granules of lime are removed, and 
the tendon wound sutured with vertical or trans- 
verse chromicized catgut stitches, according as the 
deposit is extra- or intratendinous. If the deposit 
is not found in the supraspinatus tendon, it is re- 
moved from the infraspinatus tendon. The floor 
of the bursa is reconstructed with a fine suture of 
catgut; the interior of the bursal sac is thinly 
anointed with vaseline; its roof is sutured; the 
muscle and skin being closed without drainage. 

The arm is dressed in abduction of about 120° 
in a light plaster of Paris bandage, and remains so 
until the first dressing—about eight days. The 
post-operative treatment consists in abducting the 
arm, especially at night, and exercises, gentle at 
first, but increasing in vigor about the third week, 
as necessity dictates. The restoration to full 
function varies in time, depending on how long the 
patient has been suffering from the malady previous 
to operation. 


Moschcowitz, E.: Histopathology of Calcification 
of the Spinatus Tendons as Associated with 
a Bursitis. Am. J. M. Sc., 1915, 
cl, 115. 


The author describes the histological findings in a 
study of four cases of calcareous deposits in and 
upon the supra- and infraspinatus tendons associa- 
ted with adhesive subacromial bursitis. Each 
case is discussed in some detail as to the history of 
the case and the various histological findings. 

In all cases the findings can be briefly summarized 
under the following heads: 

1. Tendinitis: ‘The amount of granulation tissue 
in the tendon fibers corresponds in a general way to 
the duration of the illness. 

2. Necrosis: Necrotic tissue was found in all 
four cases. The author believes necrosis is due 
to actual death of the tendon due to impaired 
blood supply. 

3. Calcification: Lime is found in small sand 
patches in necrosed tissue or diffuse massive calcifi- 
cation of necrosed tissue and isolated in discrete 
sharply defined nodules embedded in the tendon or 
granulation tissue. 

The author believes that as yet there is no satis- 
factory explanation as to the cause of the appearance 
of lime, although many theories have been advanced. 
These theories are discussed in some detail. 

C. C. CHATTERTON. 
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Graef, W.: Schlatter’s Disease (Uber Schlatter’sche 
Krankheit). Beitr. z. klin. Chir., 1915, xcv, 647. 


Schlatter in 1903 described a disease characterized 
by thickening of the tuberosity of the tibia. He 
himself was inclined to think it traumatic in origin, 
but the majority of other authors think it is inflam- 
matory or dystrophic. Schultze has recently shown 
in his cases from the Bier clinic that most of the 
cases are bilateral, and that there are also thicken- 
ings of the periosteum at the insertion of other 
muscles and ligaments. He concludes from this 
that Schlatter’s disease is a systemic disease, con- 
sisting of weakness of the connective tissue and in- 
creased tendency to thickening of the periosteum 
at the points of insertion of muscles and tendons. 
Rost recently found a positive antistaphylolysin 
reaction in a case of Schlatter’s disease. 

Graef gives the history of a case in a 16-year-old 
boy, in which the antistaphylolysin reaction was 
also positive. While of course so few cases are not 
conclusive, the results in these two cases would in- 
dicate that the disease is due to a staphylococcic 
infection. A. Goss. 


Bernheim, B.M.: Threatened and Real Gangrene 
of the Extremities as Seen by the Modern 
Surgeon; Its Causes and Treatment. South. 
M.J., 1915, viii, 512. 


Different types of gangrene are discussed and 
their relief by arteriovenous anastomosis. 

The septic embolic type of gangrene is passed 
over with the presentation of a case instructive in 
its suggestions of treatment, and emphatic in the 
belief that the vascular system is not the primary 
cause of the resulting gangrene. 

In traumatic gangrene, blood-vessel suture 
or transplantation is recommended when possible. 
Those cases which can be aided best by ‘reversal 
of the circulation,”’ cases “consequent upon a syste- 
matic circulatory lapse,’’ cases caused by sclerosis, 
or some spastic vascular process, lend themselves 
best to surgery of the vessels. 

Cases of thrombosis are grouped separately from 
the thrombo-angiitis of Buerger. In the former 
the thrombus may be removed, relieving the pain 
supposedly caused by the muscular contraction 
of the blood-vessel wall around it. Im the latter 
the vein is involved and organized tissue and a part 
of the vessel wall so attached that removal is im- 
possible. In threatened gangrene of an extremity 
from arteriosclerosis, temporary resuscitation may 
be gained by arteriovenous anastomosis. 

H. B. Tomas. 


FRACTURES AND DISLOCATIONS 


Claybrook, E. B.: Position of Stability in the Treat- 
ment of Fractures. Swurg., Gynec. & Obst., 1915, 
xxi, 130. 


The great weak point in the literature on the treat- 
ment of fractures, that has not been remedied by 
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the recent flood of papers on the subject, is that no 
one has told how to reduce a fracture and know 
that it is satisfactorily reduced, by the closed 
method. ‘This can be done by testing for a position 
of stability as follows: Extend the limb and manipu- 
late the ends and when they seem to be in good 
position, gently relax the traction, carefully support- 
ing the limb. If no slipping by results, make gentle 
pressure on the lower fragment toward the body; 
if still no slipping occurs the pressure should be 
increased to a considerable extent and the serrated 
ends engaged and slightly impacted. If no slip- 
ping occurs, a good result will be secured if align- 
ment is maintained and axial rotation prevented. 
The splints do not have to be tight to accomplish 
this. Ifafter repeated efforts no position of stability 
can be secured, then it is assured that a good result 
cannot be secured without direct fixation by plates or 
otherwise, as the ends are too oblique or soft parts 
are interposed. 

If the theory of a position of stability is correct, 
then the theory of extension is untenable, as it 
defeats the purpose and breaks up the position 
of stability. Extension does not fulfill its alleged 
function of maintaining the length of the limb. 

The bone itself is the best thing to maintain the 
length of the limb, and even if it has been broken if 
the ends are brought together and kept together 
there can be no shortening. If all fractures are 
carefully tested out and treated this way only from 
5 to to per cent will need direct fixation. 


Frankel, M.: Treatment of Severe Fractures with 
Stimulating Réntgen Doses (Zur Heilung von 
schweren Knochenbriichen mittels Réntgenreiz- 
dosen). Med. Klin., Berl., 1915, xi, 211. 


Bernhard states that in his dry mountain district 
burns heal remarkably quickly, the sunshine and 
dry air evidently promoting healing. Aimes found 
that an extensive burned area, which for months - 
had refused to heal, soon healed completely under 
exposure to the direct sunlight. These and similar 
experiences by others justify the application of the 
chemical rays in all old torpid lesions. 

Frankel applied stimulating doses of the réntgen 
rays in several cases of old fractures that refused to 
consolidate. The patients were 4 children, 3 women 
between 18 and 35, and 2 men of 33 and 46. The 
results confirm the value of the chemical rays in 
starting the regeneration of bone tissue and prompt- 
ly healing the fracture. The dosage in such cases 
must be merely stimulating, as the tissues are other- 
wise sound and their further growth must not be 
interfered with. A. Goss. 


McQueen, R., and Boothby, L. H.: Treatment of 
Septic Compound Fractures and Wounds by 
Ionization of Salicylate of Sodium. Lancet, 
Lond., 1915, clxxxix, 69. 


The observations of the authors as to the above 
method of treating septic gunshot wounds are 
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based on their experience in 50‘cases of the worst 
nature, beginning 48 hours from the ‘time of injury. 

Ionization with sodium salt produced marked 
abatement of suppuration. One application per 
day caused the wound to look healthy, the dis- 
charge to diminish; and the patients were free 
from pain in 3 to 4 days. 

Application of the sodium salicylate in solution 
alone, without ionization, was invariably followed 
by recurrence of suppuration, and in a few days the 
wounds were as septic as ever. When application 
of ionization with the sodium salt was again tried the 
same improvement in the symptoms was noted. 

Ionization of various other solutions failed to give 
as good results as the salicylate of sodium. 

The method employed is to first clean and syringe 
the wounds with sterilized water, or preferably 
with a 4 per cent solution of sodium salicylate, and 
if necessary to swab the wounds, sterilized swabs 
dipped into the solution being used. After the 
wound is thoroughly cleaned it is plugged firmly 
and even tightly with sterilized gauze, or ribbon 
gauze for the small cavities or pockets, soaked in a 
warm 8 per cent solution of sodium salicylate, then 
over all is laid a gauze pad soaked in the solution; 
again, over this is placed a piece of lint, saturated 
with the solution and folded four times. This 
pad is pinned to a copper mail chain electrode 
attached to the positive pole of a galvanic battery, 
and a current of from 5 to 30 milliampéres is passed 
for at least aquarterofanhour. The chain electrode 
and pad are removed and a dry piece of gauze is put 
over the wet dressings with some wool and kept in 
position by a few turns of a bandage. 

No other antiseptic should be used, not even solu- 
tion, of boric acid. The wound should be washed 
out with sterilized water only before using the so- 
dium salicylate. All cavities leading off from the 
main wound and spaces between broken and 
splintered bone must be packed with the gauze, and 
if separate pieces of gauze are used they must all 
be in contact with the main plug. The gauze 
must be plain, sterile gauze and must not be pre- 
pared with any antiseptics, such as mercuric 
cyanide or sal alembroth. The current should be 
gradually increased: and diminished and not turned 
on and off suddenly. The solution of sodium 
salicylate should be warm. 

Relief from pain is so marked that by the fourth 
day patients are free from pain; granulative tissue 
starts about the fourth day, and big cavities fill up 
in a very short time. From the favorable account 
given the method is certainly worthy of trial. 

Louis A. LAGARDE. 


Fiedler, O.: Colles’ Fracture. Wis. M. J., 1915, 


xiv, 42. 


The author discusses fractures in and about the 
wrist-joint and describes in detail the fracture ‘of 
the lower end of the radius to which Colles first 
called attention one hundred years ago. 

Fiedler maintains that the results of treatment 
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are unsatisfactory in from 85 to g2 per cent of 
cases of this injury, which must be due to ignorance 
or carelessness on the part of the surgeon. 

Colles’ fractures are always impacted and _ this 
impaction should always be broken up in order to 
secure an accurate reposition of the fragments and 
ideal healing results. Stiffness and contractures 
are the results of bad treatment. Immobilization 
should not be continued for more than ten to four- 
teen days. Old ununited Colles’ fractures call for 
the open method of treatment, with either plating 
or nailing of the fragments. R. B. Correp. 


Fairchild, W. E.: Fractures in the Region of the 
Elbow. Wis. M. J., 1915, xiv, 46. 


Fairfield criticizes the old school method of 
handling fractures involving the elbow-joint. He 
discusses each fracture separately and gives his 
idea as to the proper treatment. Errors in hand- 
ling this accident are often due to a failure to recall 
the character of the elbow-joint and a lack of knowl- 
edge of the Jandmarks in the normal elbow. 

There are two injuries in the region of the elbow- 
joint where an open operation may unhesitatingly 
be undertaken by any surgeon possessing ordinary 
skill and equipment: one is a fracture of the ole- 
cranon and the other is a displacement of the head 
of the radius. R. B. Cortexp. 


Albee, F. H.: The Bone-Graft Peg in the Treatment 
of Fractures of Neck of Femur. Ann. Surg., 
Phila., 1915, lxii, 85. 


The author advocates the use of bone-pegs cut 
from the tibia for use in holding together the frag- 
ments of bone in fracture of the neck of the femur. 
The metal nails hitherto used have, as foreign 
bodies, proven a hindrance rather than an aid to 
union. They tend to prevent the formation of 
callus and become loose and useless because of 
necrosis of the surrounding bone which they pro- 
duce. A bone-peg, on the other hand, acts not 
only as a support but as a stimulus to callus forma- 
tion. 

As to technique, two incisions are made, one 
anterior to the fractured neck and another over the 
great trochanter. A slender piece of bone of 
sufficient length is cut from the tibial crest and 
shaped into a round peg by means of a dowel 
attachment to the motor drill with the leg in abduc- 
tion. A drill hole is then made longitudinally 
through the neck of the femur, the depth into the 
head being gauged by marks on the drill. The hole 
is made a trifle larger than the peg which insures 
a snug fit yet prevents necrosis from too much 
pressure. 

The leg is maintained in abduction in a plaster 
spica extending from the toes to the axilla for six 
weeks, the wounds being dressed through windows 
cut in the cast. A shorter spica is then worn six 
weeks longer. This operation is believed to be in- 


dicated in all ununited fractures of the neck of the 
femur. 


W. A. CLARK. 
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Barber, C. H.: A Useful Splint for Compound 
Fractures of the Leg. Brit. M.J., 1915, il, 47. 
The splint is made of a 6-inch board, 2 feet 8 inches 
long; at one end is a small piece 7 inches by 14 inches, 
at the sides of which are two other smaller pieces 
forming a box for the foot; between the sides is 
fastened a small heel-rest. On each side of the 
knee are two upright pieces 9 inches wide and 13 
inches high, between which is a double inclined 
plane to go under the knee. A ‘T-shaped piece 
21 inches long, with the top of the T resting on the 
top of the knee-box and the small end fastened to 
the board at the bottom of the foot with a peg to 
answer as a pivot, is used to fasten slings to in 
which the leg is suspended. This piece can be 
moved aside when dressings are being applied. 
Adhesive strips at the knee extend around the 
proximal side of the knee-box. Other strips of 
adhesive at the ankle are pulled through two slots 
in the footboard and around a wedge of wood. By 
adjusting the wedge, any desired amount of ex- 
tension can be obtained. C. A. STONE, 


Kohler, H.: Arthritis Deformans in Subluxation of 
the Hip (Die Arthritis deformans bei subluxatio 
Coxe). Zlschr. f. orthop. Chir., 1915, xxxv, 80. 


There have been various theories as to the causa- 
tion of arthritis deformans. Preiser holds that it is 
due to an anomalous position of the acetabulum, 
causing abnormal static conditions. The pelvis, 
femur, leg, and foot normally form a static unit. 
If this unity is interferred with there is a patholog- 
ical lack of coaptation of the joint surfaces. Through 
primary variations in the position of the acetabulum 
parts of the articular surface are not in articulation 
as they should be. Atrophy occurs in the part of 
the articular surface that is not in contact, leading 
to arthritis deformans. The anomalous position 
of the acetabulum is the cause of an abnormally 
high position of the trochanter. 

Kohler agrees with Preiser that arthritis defor- 
mans is generally due to disturbance of this static 
unity. ‘To be sure acute or chronic infections may 
lead to changes in the form of the joint, but this 
is of only secondary importance as a cause of the 
condition. He describes cases in support of his 
view: 5 of congenital subluxation of the hip with 
arthritis deformans, with special reference to the 
formation of osteophytes, 5 of non-operative re- 
placement of a displaced hip-joint, followed by 
arthritis deformans, and one of operative replace- 
ment with the same sequela. A. Goss. 


SURGERY OF THE BONES, JOINTS, ETC. 


Savariaud, M.: Injection of Salt Solution into the 
Femoral Vein During Amputation of the Femur 
and Disarticulation of the Hip (L’injection 
massive de sérum dans la veine fémorale au cours de 
Vamputation de cuisse et la désarticulation de la 
hanche). Bull. Acad. de. méd., Par., 1915, \xxiv, 59. 


There is great danger in amputating the lower 
limb in cases where there has already been a great 
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loss of blood; the danger increases as the upper end 
of the femur is approached and is greatest in exar- 
ticulation of the hip-joint, especially in patients 
with gangrenous septicemia who have scarcely any 
pulse. Many surgeons refuse to operate in such 
cases, but Savariaud has found that he can operate 
with safety since he has adopted the plan of in- 
jecting a large quantity of physiological salt solu- 
tion directly into the femoral vein. As much as 
1,500 ccm. can be injected in two or three minutes; 
whereas the injection of as large a quantity sub- 
cutaneously would require so much time that it 
would be of no practical value in the operation. 

Savariaud has never lost a patient from shock; on 
the other hand, the pulse improves so much during 
the operation that an observer who had noted the 
pulse before the operation would almost believe 
on returning and noting it after the operation 
that another patient had been substituted. As 
the ligated femoral is under the surgeon’s eyes 
he can see the rise in blood-pressure during the 
operation. In addition to being more rapid the 
intravenous injection is three times as efficacious 
as the subcutaneous injection; and the size of the 
femoral vein makes injection into it preferable to 
that of any of the smaller veins. Another advan- 
tage of the rapid injection is that it makes the 
smaller arteries bleed, so that it is easy to locate 
and ligate them. At first the author feared that 
air would get into the veins, but he has found that 
the small amount that does get in is absorbed on its 
way to the heart without doing any damage. 

It has been objected that the method might 
produce embolism, but Savariaud cites a case in 
which the patient had gangrene of the whole lower 


‘limb and the iliac veins contained a clot 12 cm. 


long, which he extracted and finished the injection 
without any signs of embolism appearing. A. Goss. 


ORTHOPEDICS IN GENERAL 


Young, J. K.: Orthopedic Technique. Surz., 
Gynec. & Obst., 1915, XX, 729. 

Young describes at length a special technique that 
he used in some of his orthopedic work and offers 
the following selected cases as illustrative of the 
methods employed: 

Total excision of the clavicle. The patient suf- 
fered from osteomyelitis of both clavicles, from dis- 
charge, abscess, presence of staphylococci, and 
necrosis by the X-rays. The clavicle was detached 
at both extremities by an incision made over the 
distal and proximal ends, grasping the bone with 
forceps and dissecting free with an Allis dissector. 
The periosteum was thickened and preserved in the 
dissection. The cavity was gently curetted and 
packed with sterile gauze. Abscesses were evacu- 
ated and catgut drainage inserted and the periosteum 
brought together, except at the center, with catgut 
and the skin closed with silkworm-gut. The op- 
eration was followed by perfect restoration of 
function. 
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Forcible reduction of dislocation of the ilium. 
Young mentions the case of a young carpenter, 
who while reaching for a heavy piece of timber ex- 
perienced severe pain in the lumbar region and 
later down the leg. The anterior portion of the 
ilium, on the right side, in front was prominent; 
the posterior superior spinous process on the right 
side was depressed one inch; and the lumbar spine 
acutely curved to the right. X-ray showed separa- 
tion of the pubis, some separation between the last 
lumbar vertebra and the sacrum. Buck’s exten- 
sion was applied to the left leg for ten days; the 
patient was then placed on the right side, and under 
ether the trunk was fixed and strong traction made 
downward and forward. A plaster of Paris cast was 
applied and he was returned to bed, and leg exten- 
sion continued for ten days. He left the hospital 
with the deformity corrected, and wearing a spine 
brace. The deformity has not recurred. 

Early operation for psoas abscess. Young follows 
the method of Treves until he reaches the quadratus 
lumborum muscle. Treves divides the latter as 
close as possible to the transverse processes, the 
incision being made to the full extent of the skin 
incision. He inserts a blunt dissector into the 
fibers of the quadratus to the outer side of the ex- 
tremity of the transverse process of the third lum- 
bar vertebra, which he uses as a guide, and separates 
the fibers sufficiently to avoid wounding the abdom- 
inal branches of the lumbar arteries. 

Spina bifida — excision of the sac. The case was 
a two-weeks’ old child, with a multilocular meningo- 
cele that had ruptured but was not infected. Six 
months later the author devised a special technique. 
Two fluid ounces of cerebrospinal fluid were re- 
moved from the cyst and preserved warm in a 
syringe in case convulsions should occur from ex- 
cessive loss of fluid. A large incision was made 
extending into the sound skin, dissected up, and 
the adherent part of the sac removed. No flaps 
of bone were used to close the opening, the latter 
being closed by through-and-through catgut sutures 
through its base and a purse-string catgut suture. 
A flap was made from the surrounding parts and the 
skin-flaps brought together with silkworm. One 
ounce of fluid was returned to the spinal canal. 
Infection was prevented by a rubber dam attached 
to the skin by collodion below the line of incision. 
Broad strips of adhesive plaster were placed over 
the gauze dressing to prevent tension on the stitches; 
the strips were kept on the face for two weeks. 
The infant was nursed by the mother; enemata were 
given—no voluntary bowel movement being allowed. 
Primary union resulted. The child still lives. 

New operation for recurrent dislocation of the 
shoulder. ‘The bicipital groove was exposed, the 
cephalic vein displaced outward; the lower half of 
the pectoralis major divided close to and so separated 
from its attachment that leverage action on the 
humeral shaft was diminished so that it could no 
longer be dislocated. The same was done to the 
trapezius. On the particular patient mentioned by 
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Young, the insertion of the trapezius could not be 
reached through the same wound, so an additional 
incision was made in the axilla. Deep catgut was 
used for the pectoralis major and deltoid; the skin 
edges were closed with continuous suture; and the 
arm dressed in extension on a triangular splint. 
Extension was maintained for two weeks. 

Arthrotomy of the knee. In some cases the author 
advises a semicircular incision, as affording a 
thorough exposure of the joint. He employs three 
knives. With the first knife he makes a skin in- 
cision slightly below the patellar ligament; with the 
second he divides the patellar ligament, taking care 
not to divide the lateral ligaments; with the third 
knife he divides the ligamentum mucosa and ex- 
poses the joint. The synovial membrane is brought 
together with fine chromacized gut; the patellar 
ligament is sutured with kangaroo tendon and the 
skin incision with silkworm gut. Dry gauze dress- 
ing and a posterior bracketed splint are applied. 
Massage, mechanical devices, etc., complete the 
treatment. The extension remained completed after 
operation, and there has been no recurrence. 

Anastomosis of the external and internal popliteal 
nerves for infantile palsy. A diagonal incision was 
made across the popliteal space, from the inner 
side above to the outer side below. The sciatic 
nerve was located at the upper part of the incision, 
the internal popliteal near the median line, the ex- 
ternal popliteal on the outer side. The external 
popliteal was divided near the upper part of the 
internal popliteal, carried across, and a long in- 
cision made in the internal popliteal. The proximal 
extremity was inserted in this cut, so that the axis 
cylinder pointed in the direction of the body, and 
was held in place by three sutures. The proximal 
extremity of the divided nerve was covered with a 
flap of fascia, and sutured down so as to prevent the 
formation of a neuroma. The limb was encased in 
plaster before the patient recovered from the an- 
esthetic. Sensation returned in 24 hours. The 
reactions of degeneration at once contra-indicate 
the thought of surgical interference. 


Tubby, A. H.: Orthopedic Surgery. Practitioner, 
Lond., 1915, xcv, 96. 


The more common orthopedic affections which 
come to the attention of the physician in general 
practice are: limping in children, lateral curvature 
of the spine, and infantile paralysis. Limping 
in children may be due to the hip, knee, or ankle, 
(tuberculosis) to congenital dislocation of the hip, 
coxa vara, rachitis, or fracture of the femoral neck. 
Lateral curvature may be manifested by one 
shoulder being higher than the other or by one hip 
being larger than the other. The scoliosis may 
be postural or structural. Cases of the former may 
be corrected by exercises but those of the latter 
require instrumental support. 

Infantile paralysis in the acute stages should be 
treated by absolute rest and free purgation. Later 


the muscles should have gentle massage and pro- 
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tection by braces to prevent contractures. The 
use of silk ligaments to replace paralyzed muscles 
and support a flail-joint is satisfactory if infection 
is avoided. The silk may be fastened to perios- 
teum or to bone. Lovett prefers the bone method. 
It is most frequently used to support the foot in 
toe-drop. The silk extends from the tarsus under 
the annular ligament to the lower third of the tibia 
through drill-holes in the bone. The silk induces a 
growth of fibrous tissue which serves as a ligament, 
the silk alone not being depended upon for per- 
manent function. W. A. CLarK. 


Fiske, E. W.: The Prognosis of Congenital Club- 
Foot and Its Relation to Non-Operative Treat- 
ment. J. Am. M. Ass., 1915, lxv, 375. 


Fiske draws his conclusions from the records of 
about two hundred cases of congenital club-foot 
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treated in the Children’s Hospital, Boston, between 
September, 1907 and January, 1913. 

Important factors in the prognosis of congenital 
club-foot are: (1) the age of the patient, (2) rigidity 
of the foot, and (3) the method of treatment em- 
ployed. The prognosis varies in proportion to the 
flexibility of the foot, which is usually in direct pro- 
portion to the age of the child. 

The results in calcaneovalgus are not so good as 
in equinovarus, largely because of delay in diagnosis 
and failure to maintain overcorrection. Absolute 
overcorrection of the foot and constant surveillance 
of this position until the structures have become 
permanently readjusted are absolutely essential. 

The manipulative treatment is almost twice as 
successful in producing satisfactory results as the 
treatment in which operative procedures have been 
instituted. R. B. Cortetp. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Young, J. K.: Treatment of Scoliosis. Am. J. 
M.Sc., 1915, cl, 109. 

The author briefly describes the various types of 
scoliosis, suggests methods of examining cases, and 
presents elaborate treatment for the so-called 
functional form. 

He believes that the treatment of the functional 
or static form has been overlooked, because of the 
increased attention of late to the treatment of 
the rotary or organic type. 

It is necessary to distinguish the functional type 
from the rotary type, and this can be done in the 
following manner: 


1. The history of the case is important as the 


cause should always be considered. 

2. The examination of the patient in the Adam’s 
position. 

3. The differentiation of the functional form 
from the lateral bending of the English type. 

The functional type is classified as to the etiology: 
The first is habitual, the second static, the third 
occupational. 

In the organic form true rotation exists, and the 
diagnosis is made by X-ray examinations, exam- 
ination in the Adam’s position where the curve per- 
sists on the convex side, and third, where by 
suspension the curve is only slightly affected. 

The organic group should be treated by forcible 
methods. The functional group has been treated 
with much success by exercises and corrective 
measures, as follows: (1) development of the weak 
muscles by exercises; (2) slight overdevelopment of 
the weak muscles; (3) uniform development of all 
muscles; (4) employment of special movements to 
prevent relapse. 

A description of how the treatment should be 
carried on is given in some detail. Apparatus 


such as rings, ladders, and trapeze are used. Braces 
are unnecessary in mild cases. 


A light corset 


support may be used to help the more severe cases. 
Visual errors, such as flat-foot, and asymmetry 

in the lower limbs, should receive attention before 

the treatment is begun. C. C. CHATTERTON. 


Patry, G.: Surgical Treatment of the Gastric 
Crises of Tabes (Le traitement chirurgical des 
crises gastriques du tabes). Rev. méd. de la Suisse 
Rom., 1915, XXXV, 297. 


Patry reviews the results of operation for gastric 
crises in tabes and describes in detail a case of his 
own. He concludes that the operation is justified 
in spite of its high mortality and the risk of recur- 
rence, because the crises are incurable without 
operation and they are often for years the only 
manifestation of tabes. He thinks that Guleke’s 
method is the operation of choice, for though it is 
more difficult it guards against some of the com- 
plications met with in other methods. Though the 
operative mortality is higher the ultimate results 
are better than with Férster’s original method. 

The operation proposed by Sauvé and Tinel 
seems to promise still better results, but it has only 
been worked out experimentally thus far, so no 
clinical results are available. They propose the 
ligation of the intercostal nerves between the ganglion 
and the dura. 

In Patry’s patient, a man of 53, the seventh, 
eighth, and ninth pairs of posterior roots were 
resected; while the tenth pair was being resected 
the pulse and respiration stopped suddenly, but 
heart action was resumed spontaneously in a few 
seconds and pressure on the thorax started respira- 
tion. This complication can be avoided by deaden- 
ing the sensibility of each nerve just before it is cut. 
There was great improvement in this man’s general 
condition and cessation of the pains during the six 
weeks he was in the hospital, but nothing has been 
heard of him since then. A. Goss. 
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SURGERY OF THE 


Schoppe, W.: Operative Treatment of Sciatica 
(Die operative Therapie bei Ischias). Zentralbl. 
f. d. Grenzgeb. d. Med. u. Chir., 1915, xix, 1. 


Schoppe reviews 35 articles on this subject and 
discusses the technique and results of several methods 
of operative treatment, including severing the 
nerve, exposing and stretching it; neurolysis by 
Bardenhauer’s method, which consists in em- 
bedding the nerve-roots in the soft tissues; Hélscher’s 
method of dissecting the nerve free from the sur- 
rounding connective tissue and placing a carbolic 
acid tampon around it for three days; and Stoffel’s 
method, which suggests that sciatica is not a clinical 
entity, but that different cases result from neuralgias 
of various motor and sensory nerve bundles in 
the sciatic region. He cites cases in which recovery 
resulted from the resection of parts of various 
nerve bundles; his method necessitates a closer 
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study of the anatomical conditions in the sciatic 
region and an adaptation of surgical treatment to 
the findings. 

The author concludes (1) that all of these surgical 
procedures should be renounced more and more in 
favor of physical methods and injection of the 
nerve; (2) that surgical methods are uncertain in 
their results and there is great danger from some 
of them, while on the other hand there has been 
great improvement in the results from injection; 
(3) that neurolysis and Stoffel’s methods may have 
some value in the future, but efforts should be de- 
voted rather to improving non-operative methods 
and rendering operation unnecessary. A_ table 
is given showing the results in all the published 
cases of nerve stretching. In many cases stretch- 
ing not only did no good, but caused serious and per- 
manent injury. A. Goss. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Pollitzer, S.: Cancer of the Skin. 
1915, Cli, 16. 

The author discusses briefly the well-known 
local manifestations of cancer in skin and tongue 
lesions. He calls attention to the need of dis- 
tinguishing between secondary skin cancer and 
epithelioma. Skin cancer not epithelioma is always 
secondary. He calls attention to the frequency 
of the failure to make a diagnosis of the early lesion 
of the different forms of skin cancer. He gives 
a description of the points which make for a dif- 
ferential diagnosis of the different forms. 

Cancers of the skin secondary to visceral lesions 
usually occur on the upper part of the trunk; are 
few in number and may be only one. Skin lesions 
secondary to mammary growths are common. The 
primary growth may be small. 

Cancer en cuirasse is secondary, extremely rare, 
and is marked by the boardlike hardness of the 
affected area, slow extension, presence of pinhead, 
shining, lesions that resemble lichen planus papules, 
and by itching and oedema of the arm on the af- 
fected side. 

Epitheliomata are classified under two groups: 
superficial, flat or discoidal; and deep or nodular. 

The rodent ulcer is a modification of the super- 
ficial variety according to English writers. 

Paget’s disease of the nipple sometimes occurs 
in the scrotum, thighs, buttocks, abdomen, etc. 
A better term is malignant papillary dermatitis. 
Superficial lesions remain stationary for many 
years. The deep or nodular varieties are more apt 
to extend rapidly. The involvement of any persis- 
tent crusted or ulcerated lesion of the face or 
hands in a patient at or after middle age is probably 


epithelioma. The hard, raised, waxy border, the 
hard nodular base, the tendency to bleed on re- 
moval of the crust, a history of gradual develop- 
ment of a previous “existing fleshy mole,” or of a 
long-continued scaling or warty patch are sufficient 
to warrant a diagnosis of epithelioma. 

Differential diagnosis is from lupus, chancre, 
and ulcerating gumma. 

Lupus is a disease that has its inception in child- 
hood. Epithelioma is a disease of advancing years. 
The profuse secretion of ulcerating gumma dif- 
ferentiates it easily. 

The Wassermann reaction tends to cause confu- 
sion, as epitheliomata may develop in a specific. 

Epitheliomata are more frequent in males than 
females, as statistics of the American Dermatological 
Association show. The reports cover observations 
on 700,000 cases of skin disease seen by the associa- 
tion during a period of thirty-four years. 

During the first fourteen years the ratio of 
epithelioma to other skin diseases was 87 in 10,000 
cases; the next ten years, 109g in 10,000: the last 
ten years, 190 in 10,000. Therefore the incidence 
of cancer of the skin has more than doubled in the 
practice of American dermatologists in the last 
period as compared with the first. Seventy-five 
per cent of these occur on the face, probably due to 
exposure to traumata of all kinds. 

Chimney-sweep’s cancer has been eliminated in 
England by the passage of a law forbidding the 
cleaning of chimneys by men climbing through 
them. 

Any condition of the skin or mucous membranes 
which results in a loss of the normal elasticity of 
the surface epithelium may cause epithelioma 
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through the tendency to repeated small lesions of 
the epidermis due to its altered conditions. The 
syphilitic is prone to develop epithelioma. 

The author says the treatment of epidermic 
moles by electrolysis, caustics, freezing, etc., should 
be stopped, as he has seen three cases of epithelioma 
develop from moles so treated. 

He advises excision of the early lesion by the knife, 
and where this is not possible, by reason of the 
situation of the lesion, their removal by the de- 
structive agents, X-ray, radium, chemical caustics, 
etc. Whatever the method, thoroughness of re- 
moval is the keynote to success. DonaLp Gorpon. 


Schalek, A., and Schultz, O. T.: An Unusual Case 
of Generalized Non- pigmented Sarcoma of the 
Skin. J. Am. M. Ass., 1915, Ixiv, 


The author states that as a rule there is a great 
deal of confusion between non-pigmented sarcoma 
of the skin and mycosis fungoides. ‘The latter, 
however, has a premycotic stage, subjective symp- 
tons, and a tendency to ulcerate, which the former 
does not exhibit. 

The authors report an interesting case of a white 
patient, a laborer, aged 39, with negative family, 
past, and venereal histories. Three weeks previous 
to examination he had observed a small subcu- 
taneous nodule in the skin of the left forearm at 
the site of a pigmented papilloma. Nodules ap- 
peared from then on over the entire surface of the 
body, except the lower extremities. ‘There were 
more than 500 tumors counted, from the size of a 


filbert to that of an orange. At first the tumors were 
movable, later they were adherent to surrounding 
structures, were hard, and had no tendency to 
ulcerate. No subjective symptoms were present, 
but there was considerable cachexia, and loss of 
weight. Blood, urine, and stomach examinations 
were negative. 

Sixteen days later the patient died. There had 
been considerable dyspnoea and cyanosis present 
for two days. 

At post-mortem tumors were found in the omen- 
tum, mesentery, retroperitoneal tissue, beneath the 
capsule of the liver, in the heart muscle, intestinal 
wall, and a large mass completely filled the space 
behind the manubrium. They were all sharply 
defined, pale, succulent, and translucent. 

A complete microscopical description is given 
of the tumors removed, which in the majority of 
cases showed typical sarcoma structure. 

The origin of these tumors may be primarily in 
the skin or in the internal organs with metastases 
into the skin. It is very easy to confuse mycosis 
fungoides with this condition. The tumors are 
very numerous as a rule. 

The{internal tumors in the case cited were found 
chiefly outside the parenchyma of the internal 
organs and lymph-vessels. The primary lesion de- 
veloped from a papilloma in the skin of the elbow. 
The case was characterized by very rapid develop- 
ment. The first change was noticed in the pre- 
viously benign papillomata three weeks before 
admission; death followed in 16 days. P.M. Cuase. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bulkley, L. D.: Precancerous Conditions. Jnterst. 
M.J., 1915, xxii, 730. 


The author attributes the increasing prevalence 
of cancer to the fact that there is some metabolic 
change existing in the body favoring the transition 
from the normal growing epithelium into the lawless 
cancer. Up to the present time cancer has been 
regarded as a purely local affair and the causes 
which lead up to the transformation of previously 
normal tissue have not been fully investigated. The 
theory of embryonic rests has not fully satisfied 
the clinical observations that have been recorded. 
He holds that local irritation cannot account for the 
persistent malignant action, or other injuries in 
cancerous cases, because other wounds heal kindly. 
The death-rate of cancer has risen from 65 per cent 
in 1900 to 8o per cent in 1913. 

He quotes Mayo and Murphy in expressing his 
pessimism in regard to the cure of cancer in those 
who are fat with lax tissue, that is, exhibiting evi- 
dence of imperfect metabolism. Up to this time 
little work has been done on the metabolic errors 


leading up to cancer. Along this line the author 
points out that volumetric analysis of the urine of 
cancerous patients is rarely that of perfect health. 
There have been errors in nitrogen partition and he 
quotes Reid of the Cancer Research Laboratory of 
Manchester, England, as stating that he found an 
increase in amino-acid nitrogen in practically every 
case of cancer examined. The author, however, 
has found this only in well-developed cases. He 
quotes Blumenthal who states that the oxyproteinic 
acids are increased in very early cancer independent 
of the size of the tumor. The author finds the 
total output of urinary solids is deficient in cancer 
patients even in the very beginning of the disease. 
He holds that any variation in the total quantity 
of solids, the volumetric acidity, the urea, chlorides, 
phosphates, sulphates, and indican call attention 
to the possibility of oncoming cancer. He seldom 
finds a cancer patient with normal excretion from 
the bowels. In most instances he finds an abnormal 
constipation with dependence on laxatives. The 
retention of feces tends to the formation of enor- 
mous bacterial growths whose toxins are absorbed 
and are an essential element in perverted nutrition 
of cancer. He thinks that cancer arises from im- 
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perfect metabolism resulting from some chemico- 
physiological derangement of the blood stream. In 
England the yearly consumption of meat has dou- 
bled in the past 50 yeurs and the mortality from 
cancer has increased fourfold. Errors in diet how- 
ever are only a part of the elements in modern civil- 
ization which contribute to the steady increase ot 
cancer. The increase of cancer goes hand in hand 
with the increase in Bright’s disease, and in general 
may be blamed on modern civilization, principally 
along the line of erroneous eating and drinking. 

In closing he draws attention to the negligence 
in investigating along suggested lines in order to 
discover some underlying metabolic cause for the 
malignant change. Harry G. SLOAN. 


Bloodgood, J. C.: Cancer Problem. South M. J., 
Vill, 557- 

Bloodgood sounds a series of warnings to the 
profession in regard to the cancer problem of to- 
day, the keynote being “early, thorough examina- 

> ” 

Of the fully developed cancers, 25 per cent have 
been cured by surgery, and good surgery should 
promise too per cent cures when the carcinoma is 
still a local growth. 

Delay after first warning, or trifling with any 
treatment but good surgery is gambling with death. 
The main fault of the profession is that, while the 
warnings are well known, there is often a lack of 
courage or ability to present this evidence to the 
patients in a sufficiently convincing manner to cause 
them to take immediate action. 

In the skin, warts, moles, nevi, ulcers, or any 
area of hypertrophy or destruction may serve as a 
beginning for cancer. All do not, but no one can 
determine which, until too late; therefore excision 
is the safest plan. 

All subcutaneous nodules should be considered 
as possible malignancies, especially in the breast 
and neck, below the parotid gland. 

Menstrual irregularity, discharge between periods, 
and reappearance after the menopause are suspicious 
symptoms and should be rigidly investigated at once. 

While simple indigestion, slight colic, alternating 
diarrhoea and constipation may mean nothing seri- 
ous, yet these may be the first warnings of intestinal 
malignancy and should be so borne in mind. 

In the kidney conditions, while the cases as a rule 
formerly came early for care, unfortunately, diagno- 
sis and treatment developed late, thus preventing 
exact study and treatment. This condition has 
changed, however. 

Today, with the X-rays, bone conditions should 
never escape diagnosis, and sarcoma of the bones 
should be detected in its incipiency. 

Unfortunately pain, which is the main stimulus 
that forces one to early treatment, is lacking, as a 
rule, in cancer; hence education must take its place. 

Surgery, first and all the time, is the only method 
worthy of consideration, and the only one to show 
any appreciable results. Priturs M. Case. 


Slye, M.: The Influence of Heredity upon the Oc- 
currence of Spontaneous Cancer. IJnierst. M. 
J., 1915, xxii, 692. 

The author gives a lucid description of extensive 
experiments tending to prove that carcinoma in 
mice can be bred into or out of a strain. Cancer, 
per se, is not really inherited, only the tendency of 
the tissues under a given provocation to produce 
malignant growths. In collecting human statistics 
on cancer it must be remembered that the offsprings 
of two individuals are not merely a compound of 
these two, but rather belong to the general law of 
inheritance with possibilities of possessing charac- 
teristics of their grandparents. Characteristics pos- 
sessed by either mate in a union in every instance 
determine which potentialities any offspring may 
possess. 

Similar human records are well nigh impossible 
owing to the inability to get accurate ancestral 
records. 

The author’s experiments were done on a pedi- 
greed stock of 5,000 mice and her observations 
extended over a period of eight years. 

Cancer structures in mice are identical with 
those in man and behave in the same way. As 
to the behavior of characteristics in heredity in 
— breeding she lays down the following general 
rules: 

1. If a pure-bred house-mouse (gray) is crossed 
with a pure-bred albino (white) the first filial gen- 
eration will all be gray. If, however, these grays 
are bred out, three types of mice will result: 
(1) Pure breeding house-mice (heterozygotes); 
(2) pure breeding albinos; (3) mixed grays, which 
if inbred will yield the same three types in about 
the proportion of one pure gray to one pure 
albino to two mixed grays. 

2. If a pure bred albino is mated with a mixed 
gray (heterozygote) the immediate offspring wili 
include albinos and heterozygous grays in about 
equal ratio. These albinos will breed true, and 
again, the heterozygotes, if inbred, will yield the 
same three types of mice: pure breeding house- 
mice, pure breeding albinos, and heterozygous 
grays. 

In testing for the inheritability of any character, 
it is necessary first, to inbreed individuals who 
express these characters in themselves. If the 
character is transmitted through one gencration 
after another to all the offspring, it is proved to be 
an inheritable one. The mice must be allowed to 
live until the cancer age of the mouse. The poten- 
tial may be present in the mouse but the animal 
may die from some disease before reaching the 
cancer age, so that the inheritability cannot be 
determined by inbreeding alone. 

For a cross check the author used the hybridiza- 
tion test. If both the individuals that express can- 
cer and those that do not still carry it into the strain 
with which they are hybridized with the same 
certainty that albinism is, and if from such hybrid- 
izing processes one can extract lines of cancer- 
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bearing individuals that breed through and in turn 
carry strains with those in which they are hybrid- 
ized and also in non-cancer-bearing individuals, 
the inheritability of cancer is proved beyond a 
doubt, provided all possible control tests are used 
at the same time. As controls the author has used 
the following for years: (1) house-mice and other 
mice of proved non-tumorous strains when kept 
in the same cage with cancerous mice. (2) When 
a cancerous mouse dies, non-tumorous mice are 
given the soiled cage in which the cancerous mouse 
died, with all the débris and old food soiled by the 
dead mouse. 

3. The young of carcinomatous mothers are fed 
and reared by non-tumorous mothers; and the 
young of non-tumorous mothers are fed and reared 
by cancerous mothers. ‘The author never had a case 
of contagion in any of these tests. 

4. Over and over again the cancers of mice 
have been eaten by their mates or by mice placed 
with them as controls. 

5. Portions of the cancer and of the viscera of 
dead cancerous mice have been fed systematically 
to mice in control cages. The author never had 
a case of cancer in such mates or in such con- 
trols. 

All materials used in the work—cages, boxes, 
dishes—are kept as nearly as possible sterile. 
Materials used for cancerous mice are not used for 
non-cancerous mice. The hands of all workers are 
sterilized before passing from tumorous to non- 
tumorous stock. 

These contagion tests show that cancer is no more 
contracted by contact than albinism is, and con- 


tagion is therefore ruled out as a factor in the 


transmission of cancer. 

The same principles of inheritance of leukemia 
and pseudoleukemia in mice hold good as in cancer. 
Leukemic individuals have transmitted cancer 
with the same certainty as carcinomatous individ- 
uals in the cancer strains and the age incidence of 
leukemia is closely parallel with that of carcinoma. 
The author has never seen a case of leukemia under 
eight months. No one has so far been able to infect 
a mouse with leukaemia. 

It is possible by proper breeding to eliminate 
cancer from a strain. As cancerous ancestry deep- 
ens behind a generation the individuals of that 
generation become more completely cancerous and 
multiple tumors are more common. The latest 
product of a highly cancerous stock is full of cancer- 
ous growths. In no strain throughout these ex- 
periments has cancer ever been bred in where 
it has not appeared in the progeny, if the mice 
have lived to cancer age. The results obtained 
from the author’s series of experiments have 
shown beyond a doubt the tendency to produce 
neoplasms, under the right provocation, when 
transmitted from generation to generation with 
the same inevitableness as the transmission of 
albinism. 

Cancer communities in humans may be explained 


on the same principle in breeding as in mice. In- 
breeding has nothing to do with the transmission of 
cancer. Non-cancerous mice have been inbred 
for 21 generations without the appearance of can- 
cer. Just what is transmitted in cancer cannot 
be said any more than is known what is transmitted 
in albinism. All that we can say is that in the 
germ plasm there resides the potentiality that will 
eventuate in cancer developing under proper trau- 
matic or chronic irritation. Overirritation in a 
cancerous mouse of any locality tends to cause a 
cancer to originate there. Forced breeding and 
suckling of young in a vigorous female of cancerous 
ancestry results in a cancer of the mammary tissue 
and in the: mamma most constantly used. The 
same suckling in the non-cancerous strain produces 
no cancer. Fighting cancerous mice frequently 
show neoplastic growths in their wounds received 
in battle. Irregular teeth or a wound in that region 
is a constant finding when carcinoma has occurred 
in the mouth of amouse. Elimination of the chronic 
focus of irritation in the author’s mice reduced the 
cancer incidence. 

All mice, both cancerous and non-cancerous, were 
subjected to the same visitation of bedbugs and 
cockroaches. The vermin did not differentiate 
between the different strains, but resided with 
equal familiarity with each. 

When cancer is first put into a strain where it has 
not occurred before, it tends to appear in the form of 
sarcoma, later in the third and fourth generation 
becoming carcinoma. In other words the more 
embryonal tissues yield first to the formless pro- 
liferation of cancer, but as the cancer becomes 
more deeply seated in the strain the more highly 
differentiated tissues become affected first and 
carcinoma becomes the predominant form of 
neoplastic growth. 

Inbreeding cancer strains in mice tends to kill 
off the strain. In the latter generations of markedly 
cancerous strains animals eventuate whose growth 
processes tend to run almost wholly to cancer and 
not to reproduction. The animals of the cancerous 
strain which show cancer are some of the largest, 
strongest mice in the strain. Only rarely does a 
weak mouse develop the cancer. The decrease 
in food to the point which produces emaciation 
lowers the cancer rate in the strain, but it increases 
the number of deaths from common infection. It 
also lowers the rate of reproduction, therefore 
it lowers the tumor growth and the normal growth. 
The tumor appearing in the individual whose nor- 
mal growth processes are poor is also of small growth. 
The small growth in old individuals also supports 
this theory. The presence of a tapeworm in the 
cancerous mouse retards the growth of the tumor 
by withdrawing the food supply. Constant repro- 
duction in cancerous females in the prime of life 
in every instance has retarded tumor growth. 
When a strong cancerous female is not reproductive 
her tumor grows with great rapidity. Infection 
takes the weak individuals, cancer selects the 
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strong ones. A very slight infection would kill 
a pregnant female, but a tumor is retarded by 
pregnancy. Infections are easily spread and are 
highly contagious, but not in a single case was can- 
cer transmitted by contact. Infection is a disease 
of early life, cancer of middle and advanced age 
when the normal growth processes are confined 
to regeneration and reproduction. 

In conclusion, the author questions the possibility 
of proving cancer an infection. It can be bred into 
and out of strains at will, and follows the laws of 
heredity with an inevitableness which makes it a 
character that can be manipulated. Cancer is not 
transmitted as such, but rather as a tendency to 
occur from a given provocation, in some form of 
overirritation. The author suggests the elimination 
as far as possible of ‘causes of the irritation, and 
a eugenic control of matings in order to eventuate 
a considerable decrease in the frequency of cancer. 

Harry G. SLOAN. 


Wood, F. C.: Cancer: What We Know About It 
and What We Can Do For It. Ohio St. M. J., 
1915, Xi, 425. 

The existence of cancer has been recognized from 
the earliest times, the first recorded observations 
going back to 2000 B. C. The early methods of 
treatment were much the same as those now em- 
ployed, the Egyptians using caustics containing 
arsenic and other metals. Even as early as 
Roman times operations for cancer of the breast 
were described and probably performed. In 1606 
Fabricus gave the first detailed account of an opera- 
tion for carcinoma of the breast; removal of the 
axillary nodes being recommended as the first 
stage, to be followed by excision of the entire 
gland. 

With the invention of the microscope in the early 
part of the nineteenth century there began a fresh 
period of study which has led to many important 
conclusions, both as to diagnosis and prognosis; 
but the limitations of this method have been reached 
and further advances must be made by experimental 
observations. This does not mean that valuable 
information can not still be obtained by the collec- 
tion of series of cases, well observed and accurately 
diagnosed, in order to learn the biology of human 
cancer. We know little enough at the present 
time about the prognosis of the various types of 
cancer, and only by study on human beings can 
these obscurities be elucidated. For the past 
twenty years the experimental method has been 
employed, and many interesting facts have been 
discovered. Heredity, even in animals, has 
been shown to be an unimportant factor in the pro- 
duction of carcinoma, the most intense inbreeding 
only doubling the percentage of incidence in certain 
strains of mice. These results can not be applied 
to human beings, since inbreeding in man is never 
as close as it can be in animals. 

The experimental method has shown that an 
animal bearing a primary tumor is extremely sus- 
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ceptible to inoculation with its own tumor and 
resistant to inoculation with tumor material from 
other animals. The same phenomenon has unfor- 
tunately been observed in man, for in treating pa- 
tients with vaccine made from tumor-cells, as has 
recently been recommended, cases of inoculation 
carcinoma have been produced. This danger should 
have been recognized, for every metastasis is 
really an inoculation into the body of the host of 
the original tumor. This point emphasizes the 
necessity of avoiding the handling and manipulation 
of tumors in any way before operation, and also of 
avoiding all unnecessary manipulations during 
operation, as otherwise particles of tumor may be 
distributed through the vessels. 

No immunity can be produced to a growing 
tumor, although experimentally it has been possible 
to immunize against transplanted tumors before 
inoculation—an entirely different thing. No thera- 
peutic agent has been discovered which in the 
slightest degree influences primary carcinoma in 
animals. It is impossible to cure such a tumor, 
which corresponds exactly to that appearing in 
human beings, by radium or X-ray, although meta- 
static nodules can be cured in animals just as in man, 
by radium. 

None of the so-called cancer cures or treatments, 
of either vegetable or animal nature, has been 
shown to be of the slightest value in the cure of 
primary tumors of animals, or, consequently, of 
human beings. Such cures as are reported are mere- 
ly evidence of incorrect diagnosis or of the spon- 
taneous disappearance of tumors, which occurs not 
only in mice, but also in man. 

The only known way to effectively treat a cancer 
at the present time is to make an early diagnosis and 
remove the growth by surgical procedures. Al- 
though certain of the non-malignant or very slightly 
malignant growths, such as epulides and basal-celled 
epitheliomata of the face, have been cured by 
liquid air, radium, X-rays, or caustics, the applica- 
tion of these substances should be limited to tumors 
which cannot be removed by operation; in other 
words, every removable tumor should be operated 
on as soon as its nature is determined. 


Klein, G.: Combined Treatment of Carcinoma 
with Mesothorium, Réntgen Rays, and Intra- 
venous Injection (Kombinierte Carcinom- 
behandlung mit Mesothorium, Réntgenstrahlen, und 
intravenésen Injektionen). Beitr. s. klin. Chir., 
1915, XCV, 593- 

Klein has used his method of actinotherapy in 

47 cases of gynecological carcinoma and in 32 

surgical carcinomata. The results were not very 


satisfactory in internal carcinomata, but in those 
of the lips, face, and breast the results were excellent. 
He describes one particularly striking case of cancer 
of the breast that had recurred several times. All 
cancer nodules disappeared after his treatment, 
and there has been no recurrence, now more than 
3 years later. 
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His technique is as follows: Mesothorium is 
applied for some days for intervals of 2, 3, or 12 
hours, depending on the size and location of the 
carcinoma. During this time two intravenous 
injections are made, in some cases of borcholin, 
in others of radium-barium selenate. He thinks 
the latter preparation is the most effective. The 
dosage and duration of irradiation must be closely 
watched and varied to suit the individual case. 
Between each series of two mesothorium treatments 
intensive réntgen treatment is given. Only medium 
doses of mesothorium are used, 50 to roomg. Bumm 
at first used too large doses and produced necrosis 
of neighboring tissues and in some cases even death. 
On the contrary very high doses of filtered réntgen 
rays are given. The rays are more effective if 
given over a few large fields than over many small 
ones. A. Goss. 


Schepelmann, E.: Trauma and New-Growths 
(Trauma und Gewiichse). Med. Klin., Berl., 1915, 
xi, 741. 

No one has succeeded in proving experimentally 
that trauma produces new-growths. Clinical ex- 
perience seems to show, however, that continued 
mechanical irritation is a factor in their production, 
as evidenced in breast cancer from irritation by 
corset stays, cancer of the cheek from jagged teeth, 
cancer of the lips in pipe-smokers, etc. In spite of 
these facts, however, it seems that not more than 
2 per cent of new-growths show a history of pre- 
ceding trauma. Lubarsch says that not a single 
authentic case has been reported in which a single 
trauma gave rise to a malignant new-growth. In 
many of the cases reported it is probable that the 


injury only revealed the presence of a tumor that al-, 


ready existed. It is well known that tumors 
may grow to quite a large size without causing 
any symptoms. Moreover, the regions that are 
most exposed to injury, as the fingers, elbows, 
and legs, show the smallest number of cancers. 
There is no possibility of a neoplasm having been 
caused by an injury if the interval between the 
accident and the development of the tumor is 
more than three or four weeks. 

Though single traumas do not cause cancers, 
they may hasten their development. Bruising 
a tumor may cause hemorrhage and necrosis, which 
lead to changes in metabolism and hasten develop- 
ment. Lubarsch thinks, however, that even this 
is unusual and he will not admit that tumor growth 
has been hastened by an injury unless histological 
examination shows traces of injury in the tumor 
tissue, such as hemorrhage and necrosis, and signs 
of accelerated growth. But it is not unusual for 
a single injury to give rise to metastases. The 
injury of the primary tumor may cause cancer-cells 
to break into the blood or lymph-vessels and be 
carried through the body or to the neighboring 
lymph-glands. They are particularly liable to 
lodge and develop in the more vascular regions, 
such as the bone-marrow and liver. It is not 


known whether trauma is capable of changing 
a benign into a malignant tumor, but if Cohn- 
heim’s theory is true that all tumors are benign at 
first and only become malignant from the removal 
of inhibiting influences, this would seem very 
probable. Rupture of cystic tumors and hemor- 
rhage or torsion of the pedicle of new-growths may 
be caused by trauma. A. Goss. 


Nicoll, M., Jr.: Intraspinal Administration of 
Antitoxin in Tetanus. J. Am. M. Ass., 1915, 
Ixiv, 1982. 

The results obtained in this series of cases, taken 
indiscriminately and regardless of clinical conditions, 
with the low death-rate of 20 per cent, Nicoll claims 
is due largely to the intraspinal dosage. He recom- 
mends the following method of administration: 

1. Using 3,000 to 5,000 units an injection is 
made into the lumbar region of the spinal canal, 
preferably under an anesthetic, the volume of the 
fluid being brought up to ro to 15 cubic centimeters 
by the addition of sterile normal saline, the exact 
amount being regulated according to the age of the 
patient and the amount of spinal fluid withdrawn. 

2. Ten thousand units are used intravenously at 
the same time. 

3. The intraspinal dose is repeated in twenty- 
four hours. 

4. A subcutaneous dose of 10,000 units is given 
three or four days later. 

Nicoll strongly urges the adoption of the well 
recognized adjuvants to specific treatment, as 
quiet, subdued light, sedatives, etc. 

The histories of the 20 cases treated by this 
method show that the period of incubation ranged 
from 7 to r1 days; in 4 of the cases this period was 
undeterminable. In each case the serum was given 
intraspinally and, when the symptoms indicated, 
was repeated in 24 hours. It is interesting to note 
that in one case, a male, period of incubation 14 
days, after 5,000 units had been given intraspinally 
and 10,000 units intravenously, there developed 
marked anaphylaxis, with general urticaria and 
cedema of the glottis and lungs. This, however, 
passed away after the administration of epinephrin. 
Forty-eight hours afterward the intraspinal dose 
was repeated with less reaction. This patient is 
among the cured. The four fatal cases died sud- 
denly, probably due to a short incubation and the 
long delay in beginning the treatment. One 
developed tetanus after a herniotomy, and though 
he was able to take fluids by mouth, and the con- 
vulsions had ceased, he died from pulmonary 
oedema. 

Nicoll believes that without doubt a few of 
these cases would undoubtedly have recovered if 
the intraspinal injection had not been given, but 
the results obtained are so much more favorable 
than when large doses are used by the intravenous 
and intramuscular methods that he cannot help but 
claim better results from this method. 

L. B. CRAWFORD. 
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Kempf, F.: Treatment of Tetanus by Endoneural 
Injection of Antitetanus Serum and Drainage 
of the Nerve (Die Behandlung des Tetanus mit 
endoneuraler Seruminjektion und Nervendrainage). 
Arch. f. klin. Chir.; 1915, cvi, 769. 


Kempf thinks tetanus can be treated much more 
effectively than it is at present by injecting the anti- 
toxin directly into the nerve-trunks. He describes 
two cases in which he has used this method. They 
were quite severe cases with pronounced trismus, 
difficulty in swallowing, stiffening of the muscles, and 
attacks of dyspnoea. The incubation period was 18 to 
20 days, but he is not convinced that the prognosis 
is dependent on the length of the incubation period. 
The injections should be made into the nerve-trunks 
of the motor nerve of the limb affected, in his case 
the nerves of the axilla. In wounds of the head 
the trifacial and facial should be injected, and in 
wounds of the trunk any anatomical atlas will show 
what nerves supply the region. 

The endoneural injection blocks the nerve for any 
toxin that may be produced later and also sends anti- 
toxin to the motor centers in the medulla to over- 
come the toxin that is already anchored there. 
Endoneural injection, he thinks is both less danger- 
ous and more effective than subdural injection. 
The injection needle is pushed into the nerve-trunk 
toward the center and the fluid emptied by slight 
pressure. The nerve distends and the distention 
subsides as the serum is taken up by the nerve, 
leaving very little at the site of injection. The 
eye can follow the progress of the antitoxin upward 
in the nerve. 

In Kempf’s second case, in order to strengthen 
the effect of the injection, he drained the nerve, the 
object being to drain the toxin from the body. He 
used metal tubes fastened with catgut into a longi- 
tudinal slit in the nerve. It would be better to 
use tubes bent at right angles, one arm being in- 
serted into the nerve, the other projecting out of 
the wound. The tubes should be of soft metal 
so they can be bent at any desired point, and 
they should be almost as large in diameter as the 
nerve, so there will be no danger of their being 
occluded. 

In cases where the above method fails he pro- 
poses to cut the motor nerves of the region and 
sew the ends into the skin wound. In this way 
the toxin that is formed will be discharged from 
the peripheral end, and injections of serum can be 
made into the central end. It is worth while to 
risk the resulting paralysis for the sake of saving 
the patient’s life, and the nerves can be sutured 
together again after the patient is well and motion 
restored. 

Experimental work has been done showing that 
animals in whom tetanus toxin has been injected 
do not have convulsions if the motor nerves have 
been cut previously. At least 200 ccm. of antitoxin 
should be injected. The injection should be made 
slowly and when one nerve becomes very much 
distended the needle should be changed until 
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the distention subsides. 
under general 
recovered. 


His injections were made 
anesthesia, and both patients 
A. Goss. 


SERA, VACCINES, AND FERMENTS 


Burnham, A. C.: Tuberculin in Surgical Tuber- 
culosis, with Special Reference to the Use of 
Sensitized Bacillary Emulsion. J. Am. M. Ass., 
1915, lxv, 146. 


Burnham shows the value of sensitized bacillary 
emulsion of tubercle bacilli in both localized and 
pulmonary tuberculosis. The emulsion is pre- 
pared by growing tubercle bacilli in an antitubercu- 
lous serum, and then washing the bacilli to remove 
the excess of serum, after which the bacilli are 
prepared in an emulsion, 1 ccm. containing the 
equivalent of 5 mg. of dried bacilli. Burnham 
begins with very small doses (about one millionth 
of a ccm. or less), increasing very slowly, and 
administering every 5 to 8 days. Of 14 cases of 
surgical tuberculosis treated, 4 showed marked im- 
provement, 6 showed fair improvement, 3 showed 
no change, and one grew worse. 

Of 16 cases of pulmonary tuberculosis treated, 
3 showed marked improvement, 4 showed fair 
improvement, 4 showed no change, and 5 grew 
worse. 

Burnham concludes that the sensitized tubercu- 
lin has the same clinical action as the ordinary 
emulsion and that the best results follow the use of 
small doses administered not oftener than every 
5 days. R. G. Packarp. 


Feldner, J.: Diagnostic Value of Urobilinuria in 
Surgery (Die diagnostische Bedeutung der Uro- 
bilinurie fiir die Chirurgie). Zentralbl. f. d. Grenzgeb. 
d. Med. u. Chir., 1915, xix, 163. 


Surgeons have heretofore paid little attention to 
urobilinuria as a means of diagnosis, but it is really 
of great importance in a number of surgical con- 
ditions. Urobilin originates from bilirubin which 
is a product of disintegration of red blood-cells. 
Urobilin is formed by the action of reducing bacteria, 
the reduction taking place in the intestine under 
normal conditions, and in pathological cases in 
the liver. The urobilin formed in the intestines 
is carried by the portal vein to the liver where it is 
passed along in the form of bilirubin if the liver 
is competent; the appearance of urobilin in the urine 
indicates a relative insufficiency of the liver. There- 
fore urobilinuria may indicate one of three things: 
there is excessive bacterial action either in the 
intestines or bile passages; there is increased hamoly- 
sis to such an extent that the liver cannot handle all 
of the material and relative insufficiency results; 
or there is disease of the liver, preventing it from 
taking care of even the normal amount of urobilin. 

If the hepatic or common bile-duct is completely 
obstructed, icterus appears and there is bilirubin in 
the urine, showing that the bile is backed up into 
the blood, but there is no urobilin in the urine be- 
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cause no bile gets into the intestines. As soon as 
the stone passes on the bile rushes into the intestine 
and there is so much urobilin that the liver cannot 
take care of it and it appears in the urine. This 
alternation of positive and negative urobilin find- 
ings is valuable in making a differential diagnosis 
between obstruction by bile-stones and by malig- 
nant new-growths. Stones in the gall-bladder do 
not in themselves cause urobilinuria, but if there is 
bacterial inflammation there is pronounced urobili- 
nuria as the results of a septic process in the liver 
which leads to reduction of the bilirubin within the 
liver. Thus urobilinuria may give warning of 
beginning infection of the bile tract in general in- 
fections such as typhoid, where the symptoms of 
cholecystitis are masked by the typhoid. Urobili- 
nuria is also of value in making a diagnosis of malig- 
nant metastasis in the liver; the conditions with 
which it is apt to be confused — gastric ulcer and 
cancer —do not produce urobilinuria, while in- 
volvement of the liver does. Cirrhosis and other 
diseases of the liver also cause urobilinuria. Fever 
in itself does not cause urobilinuria, but it is apt to 
be present in febrile cases, because of hepatitis 
caused by the bacteria producing the infection. In 
cases where urobilinuria is present it is best not to 
give chloroform as an anesthetic, as it is well 
known that chloroform is very toxic for the liver- 
cells. 

Urobilinuria is particularly important in anemic 
conditions. Its presence shows that the anemia 
is due to excessive hemolysis and that therefore 
splenectomy is indicated. In chlorosis there is not 
a trace of urobilinuria for there is too little blood 
formed; but in the haemolytic anamias, such as 
pernicious anemia, it is present and_ indicates 
operation. Urobilinuria is particularly intense in 
hemolytic cirrhosis, for in this condition there is 
not only increased destruction of red cells but 
also a process of destruction going on in the liver 
parenchyma. Removal of the spleen puts a stop 
to both these processes. In cases of catarrhal 
jaundice accompanied by urobilinuria acute yellow 
atrophy is threatened. Eppinger reports a case in 
which some of the signs of the latter condition had 
developed, bui which was saved by early splenec- 
tomy. In cases of acute insufficiency of the liver, 
such as that due to phosphorus poisoning, the liver- 
cells are destroyed so completely that no bile is 
produced and consequently there is no urobilinuria. 
In cases of tumors of the upper abdomen an ex- 
amination for urobilinuria will show whether the 
spleen-liver circle is involved and therefore whether 
splenectomy is indicated. 

Of course urobilinuria is so frequent that no 
far reaching conclusions can be drawn from it alone, 
but in conjunction with other symptoms such as 
jaundice or abdominal tumor it becomes instruc- 
tive. The aldehyde test for urobilinuria is so simple 
and easy that surgeons can easily apply it, and 
in important cases it can be confirmed by the fluores- 
cent test. Still finer points in diagnosis can be 


settled by examination of the duodenal contents 
for bile pigments by means of Einhorn’s duodenal 
tube. In this way urobilinuria due to polycholia 
can be distinguished from that due to cholangitis. 
A. Goss. 


BLOOD 


Stewart, G. N.: A Study of Inequalities in the 
Blood Flow in the Two Hands (or Feet) Due to 
Mechanical Causes, etc. J. Exp. Med., 1915, 
xxii, 1. 

In a careful and painstaking study of this subject 
Stewart has determined that in cases in which 
great inequalities in the blood flow in the two hands 
were produced by mechanical causes—ligation or 
compression of vessels, embolism—the stability 
of the ratio of the flows, in successive measure- 
ments at short intervals, was found to be charac- 
teristic. Over long intervals the opening up of 
collateral circulation or the progressive increase of 
the block—in a case of multiple embolism with 
thrombosis—was followed by changes in the ratio of 
the blood flow in the normal and the affected part. 
Another criterion of these conditions was found 
to be that the inequality was not abolished by 
producing general vasomotor changes; e.g., by alter- 
ing the external temperature. 

Also, in certain cases inequalities in the blood flow 
in the two hands or feet were found which were not 
stable from day to day, and which could be abolished, 
reduced, increased, or reversed by alterations in the 
external conditions which bring about general vaso- 
motor changes. These inequalities, not associated 
with clinically recognizable differences between the 
parts compared, were interpreted as due to unequal 
activity of the vasomotor mechanism on the two 
sides. The condition appeared to be most frequent 
in certain groups of neurological cases. 

Georce FE. Betsy. 


Hess, A. T.: The Blood and the Blood-Vessels in 
Heemophilia and Other Hemorrhagic Diseases. 
Bull. Johns Hopkins Hosp., 1915, xxvi, 264. 


The author states that it is impossible at the 
present time to classify the hemorrhagic diseases. 
However he recognizes two main groups, hemo- 
philia and purpura. By hemophilia is meant 
the type of disease which is characterized by 
its hereditary nature and by the fact that it is 
transmitted almost always to the male, the fe- 
male showing no manifestations of the disease. 
Clinically, its main criterion is the great delay in 
the coagulation of the blood. The purpuras, on the 
other hand, show an almost normal coagulation 
time of the blood, and the condition occurs in 
females as frequently as in males. This group is 
characterized by a diminished number of the 
blood platelets, which are normal in hemophilia; 
by an increase in the bleeding time; by the occur- 
rence of hemorrhage at the site of subcutaneous 
puncture; by the appearance of many small petechial 
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spots; and by the freedom of the joints from hemor- 
rhagic involvement. In addition to these signs, 
Hess describes what may be termed the capillary 
resistance test, which is chiefly present in the 
purpuric conditions and has been found to be absent 
in hemophilia. By this is meant the phenomenon 
of the appearance of petechial spots on the forearm 
following the application of a tourniquet for a 
definite period to the upper arm; in other words, 
after subjection of the vessel walls to the increase 
in pressure. 

Hess states that the defect leading to haemo- 
philia is not definitely known. It has been general- 
ly determined that there is no deficiency of calcium, 
although in some instances a definite deficiency of 
calcium was established. This was determined by 
means of the calcium estimations of the blood, by 
the hastening of coagulation following the addition 
of minimal amounts of calcium to the blood (a 
procedure which delays or does not hasten the 
coagulation of normal blood), and by metabolism 
studies. 

From a clinical standpoint the author thinks 
that too much stress is at present being laid upon 
the coagulation time of the blood and even from 
blood obtained not directly from the blood-vessels 
and that operations are undertaken if the clotting 
time is reported as normal. This leads to serious 
or fatal consequences. It is far more important 
from this point of view to ascertain the number 
of platelets, the bleeding time, and the appearance or 
absence of hemorrhage following subcutaneous punc- 
ture. Georce FE. Betsy. 


Lewisohn, R.: Blood Transfusion by the Citrate 
Method. Surg., Gynec. & Obst., 1915, xxi, 37. 


This work was begun with the object of simplify- 
ing the technique of blood transfusion. The method 
of vessel-anastomosis and the syringe method are too 
complicated for general use. The object of this 
work was to find an atoxic anticoagulant which 
would prevent the blood from clotting during the 
transfer from donor to recipient. From a series 
of animal experiments the following facts were 
elucidated: 

1. Sodium citrate mixed with blood in the ratio 
of o.2 per cent will prevent the blood from clotting 
for two to three days. 

2. The coagulation time of the recipient’s blood, 
tested after the transfusion of citrated blood, is 
shortened. After a few hours the coagulation time 
again becomes normal. 

3. Sodium citrate is only conditionally atoxic. 
Animal experiments show that if 1 per cent instead 
of 0.2 per cent citrate is present in the blood, 
— of large amounts of citrated blood are 
atal. 

The author gives detailed reports of 22 blood 
transfusions performed by his method. The largest 
amount transfused at one time was 1,000 ccm. In 
one case 1,600 ccm. were given to a patient within 
twenty-four hours. 


No untoward symptoms occurred in any of the 
cases. Some cases showed a moderate polyuria— 
caused by the introduction of the citrate. There 
were no macroscopical or microscopical changes in 
the urine. The technique is extremely simple. 
The donor’s vein is punctured and the blood col- 
lected in a glass jar and mixed with a 2 per cent 
sterilized solution of sodium citrate in the ratio of 
1:10. The recipient’s vein is then either punctured or 
exposed and the citrated blood is introduced through 
a salvarsan flask or an ordinary glass funnel. 
Hemoglobin tests taken a few days after the trans- 
fusion show that the citrated blood is clinically as 
valuable as unmixed blood. Even haemorrhagic 
conditions are no contra-indication against the 
use of this method, as the coagulation time of the 
recipient’s blood is shortened after the transfusion 
of citrated blood. 

The new method offers the following advantages 
as compared with the older methods: 

1. The citrate method is technically as easy as 
an ordinary saline infusion, therefore it does not 
require any special technical skill. 

2. Donor and recipient are not in the same room, 
which lessens the psychical shock for the patient. 
Furthermore it eliminates the risk of infecting the 
donor in cases of sepsis. 


Ottenberg, R., and Libman, E.: Blood Transfusion: 
Indications; Results; General Management. 
Am. J. M. Sc., 1915, cl, 36. 


Blood transfusion, until recently, was expected 
to be a cure-all, and was tried in almost every kind 
of desperate condition. As the result of a large 
amount of work done since Crile’s introduction of 
a successful technique for direct blood transfusion, 
the real indications for transfusion have become 
better understood and more sharply defined. 

Crile’s statement of the indications have for the 
most part remained valid, but subsequent experience 
has altered the authors’ views in regard to many of 
them. In particular the indications for transfusion 
have been extended by two facts: transfusion has 
become safe, and transfusion has become a much 
less serious procedure for both patient and donor. 

In the present paper the authors have made a 
clinical study of 212 blood transfusions in 189 
cases which they have had the opportunity of observ- 
ing either in the hospital or in private practice. 
These transfusions were done by a number of dif- 
ferent surgeons, and for a great variety of different 
conditions. 

There were 42 cases in which transfusion saved 
life. Of these, 29 subsequently recovered entirely 
and were discharged well or have continued under 
observation up to the present time; 13 were saved 
from immediate death but have continued to suffer 
from some chronic condition which could not have 
been cured by transfusion, such as_ pernicious 
anemia, leukemia, etc. These cases fall under 
four main headings: (1) acute anaemia from 
hemorrhage, (2) hemorrhagic diathesis, whether 
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hereditary or acquired, (3) grave chronic anamias, 
and (4) poisoning. 

Of cases cured or greatly benefited, not in a 
desperate condition at the time of transfusion, 
there were 43 in which transfusion was not an 
emergency measure but was performed on patients 
whose general condition had been seriously impaired 
by chronic disease. Most of these patients ulti- 
mately made complete recoveries, others continued 
to suffer from chronic illness. In all there was 
great improvement following the transfusion. 

Of the 189 transfusion cases, 85, 45 per cent, were 
successful in that the condition of the patient was 
greatly improved, and 42 of these transfusions, 
22 per cent, were life-saving. 

There were altogether 104 cases in which trans- 
fusion did no good or in which the continuation of 
the original disease caused death. 

1. The first was a group of 28 cases which im- 
proved for a short time but died subsequently from 
continuation of the original disease. These cases 
included a considerable variety of diseases, chief 


among which were malignant tumors, pernicious - 


anemia, subacute streptococcus endocarditis, dysen- 
tery, typhoid fever, and pyogenic infections. These 
were all cases which lived from several days to one 
and a half years after transfusion. 

2. The second group of the cases which died 
consisted of 23 cases of some disease of itself so 
grave that transfusion could not have been expected 
to do much good, and was only resorted to as a 
desperate measure. These included 3 cases of 
acute lymphatic leukamia, 1 case of typhoid per- 
foration, 1 case of brain tumor, 3 cases of diabetic 
coma, 1 case of uremia, and 1 case of haemorrhagic 
diphtheria. 

3. The third group of fatal cases consisted of 
23 patients in whom transfusion might have been 
expected to be beneficial, but actually did little or 
no good. Of these the most disappointing were 4 
cases of post-operative shock and 6 cases of patho- 
logical hemorrhage, including 4 of cholemia and 
2 of purpura hemorrhagica. In these cases, con- 
trary to expectation, the hemorrhages were not 
influenced by transfusion. There were also 3 cases 
of haemorrhage in typhoid fever. 

Finally, there were 2 cases—1 of pernicious 
anemia and 1 of subacute streptococcus endo- 
carditis—in which the unfavorable outcome was 
hastened by transfusion of excessive amounts of 
blood, and 3 cases in which the fatal result was 
probably due to transfusion of incompatible— 
agglutinative and hamolytic—blood. 

As to special indications, there were 14 cases of 
gastric or duodenal ulcer. Almost all of these were 
in a desperate condition at the time the transfusion 
was done. Of the 14 cases 12 recovered. The 2 
deaths occurred not from a continuance of the 
hemorrhage but from peritonitis and other complica- 
tions following laparotomy. It is a striking fact 
that in almost all the cases of gastric or duodenal 
ulcer the hemorrhages stopped after transfusion. 


The cases in which transfusion seems actually to 
check hemorrhage are those of repeated or pro- 
longed bleeding. 

There were 6 cases of severe dysentery. These 
patients were all profoundly anemic, due not only 
to hemorrhage, but to nutritional disturbance. 
In all the cases the immediate results of the trans- 
fusions were very good, but in 4 of the 6 cases the 
intestinal disturbance continued and the patients 
ultimately died. In severe dysentery, then, trans- 
fusion is worth trying as a temporizing measure. 

There were 9g transfusions in 7 cases of typhoid 
fever. Of the 7 patients, all in the most desperate 
possible condition, 2 ultimately recovered. As 
the two patients who recovered would in all proba- 
bility have died without transfusion, it is undoubted- 
ly a useful method in the treatment of severe typhoid 
fever. In the presence of exceedingly large hemor- 
rhages it can have, of course, only a temporary 
stimulating value. In cases of protracted or 
repeated hemorrhage it not only replaces the lost 
blood, but may help to check the hemorrhage. In 
all typhoid cases the first appearance of blood in 
the stools should be an indication to make pre- 
parations so that a transfusion can be done, if 
needed, on very short notice. 

There were 3 cases of ectopic pregnancy and in 
all the transfusion was life-saving. One was an 
emergency case, an almost exsanguinated patient, 
and a transfusion was done immediately after the 
operation. Another had been operated upon, but 
two days after the operation she was doing badly 
and a large transfusion was done. The third was 
a case which bled slowly and in which the diagnosis 
was at first uncertain. A transfusion raised the 
hemoglobin from 25 to 50 per cent and a successful 
laparotomy was performed two days later. 

Among the most satisfactory transfusions in the 
whole series were some of those done preliminary to 
operation upon patients whose desperate condition 
would otherwise have contra-indicated any opera- 
tion. There were 33 such pre-operative transfusions 
and in 13 of them the result was decisive and the 
patients recovered. Three died of operative shock, 
and their experiences have not led the authors to be- 
lieve that transfusion has any specific effect in pre- 
venting shock further than its effect in restoring to 
the patient more or less of his original power of 
resistance. 

There were 5 transfusions for hemorrhage after 
operation. In 3 of the cases there were brilliant 
recoveries, in 2 deaths. In the 2 fatal cases— 
nephrotomy and operation for malunion of fractured 
femur—shock probably played almost as large a 
roéle as haemorrhage. 

There were 7 transfusions for post-operative 
shock. All the patients died from within an hour 
to five days, and it seems probable that transfusion 
is not to be relied upon clinically as a remedy for 
pure shock. It is possible that if the condition of 
shock could have been foreseen and_ transfusion 
done immediately after the operation instead of 
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after many hours of delay the results might have 
been better. 

There were 12 transfusions in 9 cases of severe 
purpura. Of these, .2 died, uninfluenced except as 
to temporary replenishment of blood, 6 recovered 
completely, and 1 left the hospital improved. 
More striking than the statistics was the prompt 
cessation of hemorrhage in most of the cases. 
The 2 fatal cases form a peculiar group, because 
they were both cases of post-partum purpura hemor- 
rhagica. In both cases the haemorrhages were en- 
tirely uninfluenced. 

There were 6 transfusions in 5 haemophilia cases. 
In all but 1 the transfusion was only done after 
protracted hemorrhage had failed to yield to all 
other kinds of treatment, including serum treat- 
ment. In 5 of the 6 transfusions the hamorrhage 
was checked promptly and the patients regained 
their health. In the 2 cases that could be followed 
for some time the tendency to hemorrhage reap- 
peared after weeks or months. 

Every individual known to have haemophilia 
should have at his command several persons whose 
blood by previous tests is known to be compatible 
with his, and who are willing, when called upon, to 
give blood for transfusion. 

The prophylactic effect of small transfusions, 
25 to 50 ccm., repeated at long intervals of one to 
three months would be well worth trying. The 
authors compare the serum treatment with trans- 
fusion and reach the conclusion that it is of little 
value in cases of haemorrhage, except when used 
locally. Nevertheless, on account of the favorable 
reports of others, and particularly on account of the 
successes reported in haemorrhagic disease of the 
newborn—a condition with which the authors 
say they have had little experience—they believe 
that serum treatment deserves a further clinical 
trial. 

There were 18 cases in which haemorrhage fol- 
lowed some other condition: 3 secondary to in- 
fections, 5 to leukamia, 1 to pernicious anamia, 8 
to cholemia or prolonged jaundice, 1 to nephritis. 
In hemorrhages secondary to infections transfusion 
may check the hemorrhage, but the ultimate result 
will depend upon whether the body overcomes 
the infection. 

There were 4 cases of lymphatic leukemia in 
which the indication for transfusion was hamor- 
rhage from the mucous membranes. In 3 of these 
cases the leukaemia was acute and the hemor- 
rhages were uninfluenced by transfusion. In the 
fourth case the leukaemia was of the chronic 
type, and the hemorrhages, which had not been 
so severe as in the other 3 cases, stopped after 
transfusion. 

The case of pernicious anaemia was one in which 
the hemorrhagic tendency only appeared when 
the leucopenia became marked—between 950 
and 3,000 leukocytes per cubic millimeter. Trans- 
fusion had little effect. 

There were 13 transfusions in 12 cases of pro- 


longed obstructive jaundice. Of these cases 4 were 
transfused preliminary to operation to prevent 
hemorrhage, 7 were transfused for persistent ham- 
orrhage after operation, and 1 was_ transfused 
simply to improve the general condition. The 
results were disappointing. In the 25 definite 
cases of pernicious anemia there were no cures; 
14 of them underwent more or less prolonged 
remissions immediately following transfusion, while 
11 of them showed little or no effect. 

Transfusion then so far as the authors’ experience 
goes, is never curative in pernicious anemia. It is 
a symptomatic remedy which with greater cer- 
tainty than any other known remedy overcomes 
the chief symptom of the disease—anemia. But 
it does more than this; in about half the cases it 
initiates a remission. It is true that remissions 
occur even in the most desperate-appearing cases 
without transfusion. But the promptness with 
which the remission occurred in 14 of the cases 
leaves no doubt that the transfusion stimulated the 
remission. In two of the authors’ cases in which 
a first transfusion failed to produce a remission a 
second transfusion from a different donor did. 

There were transfusions in 10 cases of leukaemia, 
9 of the lymphatic, 1 of the myeloid type. Four 
of the cases were of the acute variety, with large 
lymphocytes predominating. In 3 of these the 
transfusions were without effect and the patients 
died in a few days. In the fourth the patient’s 
life was probably prolonged for three months by 
two transfusions. In these cases there were no 
significant changes in the blood-picture following 
transfusion. The authors report transfusions in 
ro cases of infection with pyogenic organisms and 
in 4 cases of subacute streptococcus endocarditis. 
All the cases were in the most desperate possible 
condition at the time of transfusion, and the 4 that 
recovered probably owe their recovery to the trans- 
fusion. In prolonged infection, due attention hav- 
ing been paid to surgical needs, the transfusion of 
normal blood may be extremely valuable and 
should not be too long delayed. In acute infections 
the value of transfusion should be determined by 
more extensive studies than have hitherto been 
made. 

In severe intoxications transfusion would seem to 
be indicated only if a considerable part of the poison 
is contained in or has acted on the blood. Among 
poisons which act in this way are carbon monoxide, 
hydrocyanic acid, benzol, nitrobenzol, and possibly 
carbolic acid. In such cases, of course, a large 
phlebotomy must be done before or during the 
transfusion. In illuminating gas poisoning, trans- 
fusion is now accepted as the best treatment. 
Four cases of: diabetes were transfused. Trans- 
fusion had no effect on diabetic coma or on the 
course of severe diabetes. 

In no case in which hemolysis or agglutination 
did not occur in the test-tube were any untoward 
symptoms observed which could be attributed to 
these phenomena. The authors feel absolute 
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confidence that if the tests have been carefully 
done nothing whatever need be feared from this 
source. The amount of blood to be transfused 
should be decided on before each transfusion. 
Before the transfusion it is wise in every instance 
to have the donor sign a legal form, relieving the 
patient and the surgeon from further liability, and 
stating the amount of money that he is to receive. 
The technique of transfusion is discussed. The 
authors believe that the syringe method, as prac- 
ticed by Lindeman, possesses great advantages 
over other methods. 

There are probably many conditions in which 
repeated transfusions would accomplish a great deal 
more than a single large transfusion, or in which 
the repetition of transfusions might become necessary 
at later stages of the disease. Some such conditions 
are pernicious anemia, hemophilia, and infections, 
whether local or general. There is no danger in 
repeated transfusions provided the tests for hamo- 
lysis and agglutination are carefully done. 

Epwarp L. CorneLtL. 


BLOOD AND LYMPH VESSELS 


Bonin, G. von: Gunshot Aneurisms and Their 
Treatment (Aneurysmen durch Schussverletzungen 
und ihre Behandlung). Beitr. z. klin. Chir., 1915, 
xcvii, 146. 


The author gives the histories of 12 cases of 
aneurism in which he sutured the vessels. One was 
a lateral suture of the brachial, the others were 
circular sutures of the common carotid, axillary, 
femoral, and popliteal. In six of the cases it was 
necessary to implant segments of a vein. This can 
be done safely if the patient’s own vein is used. 
Generally a segment of the saphenous vein is used, 
and on account of the valves it should be reversed 
in position so that the blood runs through it in the 
same direction as before. 

Von Bonin thinks that suture of the vessel is the 
method of choice in uninfected aneurisms if the 
conditions are such that the operation can be per- 
formed aseptically. In five cases he ligated the 
vessels because the aneurisms were infected. There 
were no circulatory disturbances after any of his 
cases of vessel suture. Recovery was uneventful 
in 11 of the cases, without any infection or sec- 
ondary hemorrhage. The only unsuccessful case 
was one of suture of the carotid, in which there 
was late infection from a fragment of shell that 
was not found and removed. A table is given 
showing the results of various authors with vessel 
suture. 

The best time for operating on these aneurisms is 
from the third to the fifth week after the injury. 
The external wound should be healed, but the 
operation should not be delayed until a connective- 
tissue sac has been formed and until adhesions have 
developed that make it difficult to dissect the vessels 
away from the surrounding tissues and nerves. 

A. Goss. 


Hotz, G.: Surgery of the Blood-Vessels (Zur Chir- 
urgie der Blutgefisse). Beitr. z. klin. Chir., 1915, 
xcvii, 177. 

Hotz worked in one of the home hospitals and 
discusses the later results of the treatment of 
vessel injuries at the front. He has seldom seen 
uneventful recovery after ligation of the blood- 
vessels at the front. Among 6 cases of ligation of 
the carotid, for instance, there was unilateral 
paralysis in 5, from which the patients have not re- 
covered. Among 6 ligatures of the femoral, popli- 
teal, and axillary, there was gangrene in 4. Among 
the ligations performed in the home hospitals 
he has seen no cases of gangrene. This is due to 
the fact that the soldiers have recovered from the 
shock of the injury and the fatigue of the campaign, 
and their circulation and general condition is much 
better. In view of these bad results of ligation at 
the front, he suggests that it might be better to suture 
the vessels. 

Capillary hemorrhages are frequent in old septic 
wounds, where the patients have had a high fever 
for a long time. The granulating surfaces of such 
wounds should be kept dry, and the open wounds 
subjected to sunlight or artificial light treatment. 
If there is late arterial hemorrhage from progres- 
sive infection the wound should be opened up and 
the vessel ligated. 

One of the most frequent late results of vessel 
injuries is aneurism. Arteriovenous aneurisms are 
much more frequent than purely arterial ones— 
13 to 4. In the early stages of arteriovenous 
aneurism there is often no sac; only an open com- 
munication between the artery and vein. They may 
remain stationary for weeks and produce practically 


-ho symptoms, so that some surgeons have advised 


against operating for them; but eventually they 
practically all grow worse and cause serious symp- 
toms, either from increase in size of the tumor or 
from involvement of nerves, and Hotz has never 
seen satisfactory results from conservative treat-_ 
ment. If there is only a small slit in the vessel 
wall lateral suture is the best method of treatment, 
even if it decreases the lumen of the vessel as much 
as one-third. If there is infection, ligation of the 
vessel inside the sac is the simplest and best method 
of treatment. Gangrene of the extremity after 
ligation for aneurism is unusual if sufficient time 
has elapsed for the formation of a collateral circula- 
tion, but on account of rapid growth of the tumor 
and the severity of its secondary effects operation 
cannot always be delayed so long. 

In testing for the sufficiency of the circulation it 
must be remembered that it must be strong enough 
to supply the limb not only when at rest but when 
it is working. Surgeons sometimes forget that 
considerable greater force is required to meet the 
latter condition. 

Hotz has sutured the vessels in 7 cases of aneur- 
ism and implanted segments of veins in 5. In one 
case he had to ligate later on account of secondary 
hemorrhage; all the other 11 healed uneventfully 
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with good function and adequate circulation. He 
ligated a number of infected cases, without gangrene 
in any case, but in several with more or less pro- 
nounced circulatory disturbances. The conditions 
are not favorable for early operation, both because 
the collateral circulation is not established and be- 
cause of effusion of blood in the tissues. There is 
a better collateral circulation in regions where 
large masses of muscles have to be provided for, 
than in regions where chiefly ligaments and ten- 
dons are to be supplied. He illustrates this by a 
discussion of the anatomical conditions at the 
knee- and elbow-joints and states that this accounts 
for the high percentage of necrosis after ligation 
of the popliteal. A. Goss. 


Reder, F. R.: The Treatment of Angiomata by the 
Injection of Boiling Water (Wyeth Method). 
Surg., Gynec. & Obst., 1915, xxi, 61. 

The author states that from statistics it must be 
inferred that the face is the favorite site of these 
neoplasms, two-thirds of them being located there. 
The brow and the cheek seem to be most commonly 
affected. Next in frequency come the lips, the nose, 
the ears, and the eyelids. Females are more prone 
to this affection than males, two-thirds of all cases 
occurring in the former. 

When Wyeth advocated the injection of boiling 
water into angiomata as a curative agent, the author 
doubts very much if he was aware of the greatness of 
his beneficent advice. In a series of some 26 cases 
subjected to the treatment, Reder has no failures 
to record. In every instance the results have been 
very gratifying. In most of the cases the lesion was 
upon the face and scalp; in 4 it was upon the tongue, 
ranging from the size of a filbert to that of an English 
walnut. One patient presented an angioma upon 
the left gluteal region, as large as a cocoanut, and 
another, a young man, 18 years of age, had a fusi- 
form angiomatous growth upon the right middle 
finger between the second phalangeal articulation 
and the knuckle. This tumor caused great pain. 

All forms of operative intervention in these vas- 
cular tumors incur great danger of haemorrhage. 
In most instances this is alarming and exceedingly 
difficult to check. 

In making the injection certain conveniences 
expedite the measure. A suitable syringe is essen- 
tial. The author finds that an all glass syringe, with 
a good shoulder, a large ring on the piston, and an 
asbestos plunger, answers the purpose better than 
any of the others he has tried. A syringe with an 
all glass plunger has its drawbacks, inasmuch as the 
steam generated within the barrel finds its way 
between the barrel and the plunger, thus inhibiting 
the free and easy movement of the piston so essen- 
tial to this procedure, The slip needle of small 


caliber is preferred. With it no time is lost in the 
transference of the boiling water. It should always 
be borne in mind that the water must be injected 
at as near boiling temperature as possible, and time 
is an important factor. The author uses a pair of 
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easy fitting chamoisette gloves of good thickness 
to protect his hands from the heat. The little finger 
of the glove is cut off, so that the degree of heat in 
the tissues can be judged by occasional contact with 
the little finger. 

The arrangement in the operating room should be 
such that the surgeon stands between the vessel con- 
taining the boiling water, which is kept constantly 
at the boiling point over a flame, and the patient, at 
a distance that will not necessitate a step for the 
transference of the water into the tumor. ‘The 
parts not involved in the growth should be protected 
with moist cloths, lest they become scalded by the 
hot water in the syringe being forced out by the 
generated steam. 

The introduction of the needle and the force 
applied in injecting the hot water is of great im- 
portance. Inasmuch as the weak tissues of the 
new-growth do not offer the resistance of normal 
skin which overlays the angioma, the hot water 
injected without great care might cause these tissues 
to break down. Injections made directly into the . 
enlarged capillaries are invariably followed by a 
necrosis. For this reason, it is well to make the 
initial injections through the sound skin, about 
one-sixteenth and one-eighth inch from the edge of 
the angioma, well beneath the neoplasm, thus 
assuring coagulation of the deeper parent vessels. 
This is also a wise precaution against the dangers of 
embolism. 

Judgment should be exercised in introducing the 
needle to prevent the point from resting too near the 
opposite wall of the tumor. ‘To properly estimate 
this procedure it is well to first insert the needle 
without the syringe, and push it through the mass 
till it can be felt on the opposite side, then withdraw 
it to the extent of half an inch. This gives a reason- 
able assurance that the boiling water can be intro- 
duced into the tumor without the probability of 
sloughing. When the skin begins to turn grayish in 
color, the injection into that area is discontinued. 
Hyperdistension must be most carefully guarded 
against. The quantity of water necessary to cause 
this bleaching rests wholly with the amount of tissue 
under treatment. After coagulation of this particu- 
lar area has been satisfactorily accomplished, the 
point of the needle is made to penetrate into another 
and the hot water injected there. 

The quantity which is introduced at one sitting 
amounts to three or four ounces in a tumor the size 
of a hen’s egg, the time consumed in making the 
injection being about ten minutes. However, if 
the angioma is of unusual size, it would be advisable 
to treat only a portion of it at one time, making a 
subsequent injection two or three weeks later. It 
is a wise precaution to apply ice or very cold com- 
presses to the tumor and surrounding tissues imme- 
diately after the procedure for the first four to six 
hours, thereby lessening the severity of the oedema. 

The course of an angioma successfully injected is 
one of gradual diminution, the greatest progress 
being made from the second to the third week. A 
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tumor the size of a hen’s egg would usually require 
six or eight weeks for its disappearance. If the 
injection has been a fortunate one, that is, free from 
any accident, such as cicatrization following slough- 
ing, the site that once harbored the angioma will 
appear healthy and quite normal. 


ELECTROLOGY 


Case, J. T.: Basic Considerations in the Réntgen 
Study of Intestinal Stasis. Penn. M. J., 1915, 
xviii, 683. 

Case presents a lengthy and comprehensive 
paper, not as a demonstration of technicalities, but 
as an endeavor to show the method in which routine 
réntgenological study of intestinal stasis should be 
carried out as an aid to clinical diagnosis. Rént- 
genology, to be of the greatest use in diagnostics, 
must not be separated from clinical medicine. The 
term ‘X-ray diagnosis’”’ is a misnomer; we should 
refer to the ‘X-ray findings” and correlate them 
with the findings of other methods of research. 
In intestinal stasis the factors are mechanical, and 
réntgen studies deal only with mechanical causes. 

The author points out that in the diagnostics of 
internal medicine the technique of the examinations 
is far from being standardized as in other branches 
of medicine into which X-ray examinations enter. 
Reliable deductions cannot be drawn from a study 
of plates alone, but a combined technique largely 
fluoroscopic with a few plate records for elucidation 
of doubtful points is essential. 

The réntgenologist should be allowed 4 or 5 
days, in all cases not immediately urgent, for ad- 
equate routine study. Complete alimentary tract 


examination is necessary in every case even when _ 


symptoms are localized. A study of the function of 
the bowel must be made on the functioning bowel. 
The routine studies are best made fluoroscopically 
after the administration of X-ray test meals and 
injection of opaque enemata. 

Case holds that the conclusions which may be 
drawn from X-ray pictures alone are extremely 
unreliable, and one may say almost negligible in 
importance. This is more particularly true of the 
gastro-intestinal tract, and Case asserts that, with 
the exception of gross malignant lesions, it may be 
declared dogmatically that there is no X-ray finding 
of value concerning the intestinal tract which can- 
not be ascertained much more easily and more 
definitely from fluoroscopic examination than from 
plates. 

The author prefers the horizontal position for 
fluoroscopic examination, and enters into a de- 
tailed description of the findings in the normal 
intestine before considering pathological conditions. 
He pays little attention to morphology, as position 
and caliber are constantly changing in the same 
patient. 

Case considers peristaltic colonic movements at 
length and remarks that the introduction of réntgen 
methods, particularly the work of Cannon, has 


thrown much light on the subject. The existence 
of a tonic constriction ring (similar to that in the 
stomach) in the right half of the colon is discussed, 
and Case refers to Boehm’s and his own X-ray 
studies as being the only publications on this 
subject. From his own as well as the observations 
of others Case assumes that when for any reason 
the colon is hypertonic, or its contents increased 
through obstruction in the distal end, the location 
of the tonic constriction ring, from which anti- 
peristaltic waves proceed, moves distalward. 

In constipation the most frequent X-ray finding 
is a marked spasticity of the left half of the colon 
especially the iliac and pelvic colon; and_ this 
spasticity may be indicated réntgenologically in - 
several ways indicated by the author. Similarly 
in the cases of adhesions. 

Stasis does not usually occur in the left half of 
the colon proximal to the spastic portion, but in 
the cecum and ascending colon to which point 
the bowel contents are carried by the exaggerated 
antiperistaltic influence resulting from the spasticity. 
Most of such cases show signs of chronic peri- 
appendicular adhesions, which the author thinks 
due to a disturbance of function of a sphincteric 
mechanism at the appendicular orifice, the existence 
of which appears reasonable. 

Ileoceecal incompetency is considered an im- 
portant factor in stasis; but, as regards Lane’s 
kinks, the author, after his experience in observing 
several thousand cases in the course of which hun- 
dreds of such kinks were demonstrated réntgenolog- 
ically, does not attach much importance to them. 

Multiple diverticula of the colon present char- 
acteristic réntgenologic appearances following the 
passage of an opaque meal. Small rounded shadows 
which maintain their relative positions are ob- 
served in the affected areas near the junction of the 
iliac and pelvic colon. 

From his studies of the various factors the author 
is forced to conclude that in the majority of cases of 
constipation the cause is located below the crest of 
the left ileum, and if not primarily due to a spasticity 
at least exhibits spasticity as an important factor. 
Atony of the bowel muscle is excluded, as it is 
known that in the majority of cases the bowel is 
hypertonic. H. E. Porrer. 


Bissell, J. B.: Cancer Destruction by Radium. 
Surg., Gynec. & Obst., 1915, xxi, 98. 


The author collates the reports of various path- 
ologists on the anatomical and histological altera- 
tions in living tissues affected by radium applica- 
tions. Microscopical examinations were made of 
these tissues at various periods of time during the 
radium treatment. The results show curious and 
striking changes. In epitheliomata and carcino- 
mata absolute destruction of the characteristic 
malignant cells are seen in some cases. The al- 
teration shown in the section of sarcomatous tissue 
taken from time to time from various patients under 
repeated applications of radium shows slow dis- 
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appearance of the characteristic cells, their replace- 
ment by embryonic connective tissue and a final 
structure resembling fibroma with myxomatous 
changes. 

Bissell selects 11 of his cases, all proven malig- 
nant by pathological examination, which were 
clinically neoplasms of more or less malignancy as 
well, to show the favorable result of radium treat- 
ment. All of these patients were either recurrences 
following operation, some of them for the third or 
fourth time, or were inoperable from the location 
of the growth, or because of its extent, or for other 
good reasons, and were obliged to resort to radium 
as the last hope. Because of such extraordinary 
favorable results, even if only temporary, the author 
suggests a more extensive use of the remedy, better 
knowledge of its applicability, wider experience, 
closer attention to the details of technique such as 
screening, amounts to be applied, and the location 
thereof. He deprecates the fear of the bad effects 
following radium burns, and cites cases where his 
patients insisted upon it that they were more 
rapidly cured because of the burning, rather than in 
spite of it. 


McCoy, J. N.: A Technique of the Réntgen Ray 
Massive Dose for Treatment of Deep-seated 
Carcinoma. J. Indiana St. M. Ass., 1915, viii, 290. 


In attacking a deep-seated carcinoma McCoy calls 
attention to the therapeutic action of the X-ray in 
depriving the cells of excess of glycogen which is 
necessary for their proliferation, and thereby 
causing death of the growth. He refers to the 
investigations of Brault and others who show 
that malignant formations of all kinds are richly 
supplied with glycogen and suggest that cancer- 
cells themselves may even be glycogenetic. 

The physiologic effect of X-rays in decreasing 
the glycogen in tumors is known, and McCoy 
argues that if the deep cancer-cells can be reached 
with a sufficient dose the glycogenic feeding of these 
cells and all proliferations are stopped. 

He uses heavy dosage from high vacuum tubes; 
but, as he found none of the usual filters sufficient 
in themselves to cut off the soft rays, he has com- 
bined them, and employs a filter consisting of 
twenty-four layers of chamois skin; one layer of 
sole leather, wet; and three millimeters of alumi- 
num. Hard rays pass this in abundance. 

For measuring the X-ray dosage McCoy prefers 
the method of MacKee of New York, which con- 
sists in placing the reaction piece under the filter 
on the skin. He thinks that it is the dosage on 
the skin rather than on the filter that should be 
gauged. 

He reports 3 cases, 2 of recurrence, and 1 of adeno- 
carcinoma, treated by massive dosage with com- 
bination filters, with disappearance of the cancers 
and no observed signs of recurrence. He thinks 
that this method secures the therapeutic benefits 
of X-rays in deep-seated carcinoma without serious 
injury to the skin. H. FE. Porter. 
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Kolischer, G.: Modern Radiotherapy of Malignant 
Tumors. Chicago Med. Rec., 1915, xxxvii, 378. 

The intensive technique for deep-seated tumors, 
including hard rays, large ray quantity, absorbent 
screens, and cross-fire exposures, with adequate 
protection of other parts is dealt with briefly. Too 
small doses are found to stimulate malignant 
growths, therefore the maximum safe dose should be 
used. A two-weeks’ interval is considered sufficient 
for superficial tissues to recover their integrity. 
Great attention should be given to the measure- 
ment of the dose in order to get the maximum thera- 
peutic effect and yet avoid burns. 

The results are various and cannot be predicted 
in a given case. The simultaneous administration 
of tumor extracts and precipitins are of service. 
Except in cancer of the uterus a combination of 
surgery and radiotherapy is advisable for deep- 
lying growths. The preliminary destruction of the 
growth by diathermy is often most desirable. 

H. E. Porter. 


Boggs, R. H.: The Treatment of Epithelioma by 
Modern Radiation. Y. M. J., 1915, cii, 38. 


Modern radiation consists in the use of radium 
and of the réntgen rays with the improved technique 
of either the Coolidge or the hydrogen X-ray tube. 
By these means advanced cases of epithelioma, 
formerly considered quite hopeless, have been 
cured. By experience, however, the mild and half- 
hearted treatment with small doses has proved to 
be useless, but the massive or intensive treatment 
has demonstrated itself as most effective and un- 
seemingly permanent in its results. 

Epithelioma is carcinoma of the epithelial struc- 
tures of the skin or mucous membranes. The 
successful treatment of it requires the radical de- 
struction of all the carcinomatous tissue. Although 
epithelioma is very common, its first appearance 
and symptoms have such a deceptively innocent 
character that it is often misdiagnosed and neg- 
lected by the average physician. It may be stated 
dogmatically that in a man more than 4o years of 
age, a persistent skin lesion is always liable to 
epitheliomatous degeneration. In such cases a 
physician who is not quite sure of his ground must 
as a matter of plain professional duty, confer with a 
competent consultant. 

Electrolysis, fulguration, carbon dioxide, super- 
ficial caustics, such as arsenic paste, sulphate of 
zinc, and pyrogallic acid have been used in the 
treatment of epithelioma with some degree of suc- 
cess in particularly favorable cases, but they are 
irritating agents and, in so far, commonly dangerous. 
As far as present experience and knowledge go no 
method of treatment of epithelioma can be con- 
sidered so safe and sure as radiotherapy with its 
complete destruction of all epitheliomatous tissue 
and the consequent permanency of cure, its cosmetic 
results, its freedom from pain, and convenience of 
application. As a result of the rapid development 


of radiotherapy in recent years the leading surgical 
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authorities recognize its value as a legitimate 
method of treatment. Johnson’s Surgery for 1915 
states that radium has proved its wonderful power 
for destroying cancer-cells and that in lesions on the 
face it is superior to any other curative agent, n 
fact, it is wonderfully efficient in the treatment of 
any skin cancer. The prophylactic treatment is of 
course the safest. The physician should, for this 
reason always counsel the removal of excrescences, 
such as warts, moles, ragged teeth, abrasion of 
alae nares, and insist on the proper and prompt 
treatment of cracked lips and the removal of any 
degenerated tissue. All such precancerous changes 
are now well recognized clinically. This is strik- 
ingly illustrated by a passage relative to Paget’s 
disease in A Year’s Progress in Medicine and Surgery: 
“This at first seemingly insignificant perimammillary 
irritation is trifled with and treated with pastes 
and salves and yet it is essential cancer of the most 
terribly malignant and deadly kind. It should be 
called Paget’s cancer and attacked at once with the 
most improved and effective weapons.” 

The surgical removal of epithelioma can be justi- 
fied only in those cases which require the excision 
of contiguous lymphatic glands. When there is no 
hope of the radical removal of cancer by excision 
an operation should not be resorted to, because it 
will merely increase the activity of the growth and 
neither prolong life nor diminish suffering. Radium 
and X-ray treatment should always be considered 
first, because when properly applied with expert 
skill practically all epitheliomatous tissues have 
yielded to these agents with few recurrences. 
Particularly in epithelioma of the lower lip, radium 
and X-rays, by the massive method, have proved 
most efficient. According to Murphy a British 
medical journal analyzed a series of lip cancers 
extending over a period of twenty-five years. From 
the cases that could be traced it was demonstrated 
that when there was no ascertainable metastasis 
surgery was ineffective in 52 per cent and in 76 per 
cent of the cases in which there was glandular in- 
volvement at the time of the operation. Many of 
the cases would have received great palliation and 
some undoubtedly could have been cured by means 
of proper radiation, even when the disease was 
recurrent and inoperable. 

In every case conditions must determine whether 
the preference should be given to radium or to the 
X-rays, but radium should be selected invariably 
whenever there is a lesion on mucous membranes in 
cavities. In epithelioma of the mouth, throat, or 
any mucous membrane the radio-active substances 
can be placed close to the lesion or growth, and 
are for this reason superior to the réntgen rays, but 
when the lymphatics are involved the réntgen rays 
have an efficiency superior to any quantity of 
radium so far used for the treatment of such cases. 
To get the best results radium and the X-rays 
must be judiciously used together, each where it 
will do the most good. 

The treatment of epithelioma by means of modern 


radiation is, therefore, no longer a mere experiment, 
but a therapeutical method, the value of which 
is recognized by the best surgeons and advanced 
practitioners everywhere. ‘This method has proved 
successful when all other means have proved power- 
less and hopeless. Since this method is so efficient 
there is no longer any excuse for professional neg- 
ligence. Donatp Gorpon. 


Abbe, R.: Réntgen-Ray Epithelioma, Curable by 
Radium — an Apparent Paradox. J. Am. M. 
Ass., 1915, lxv, 220. 


Abbe says that logically it is clear that if all of 
the vast number of senile keratoses and early epithe- 
liomata of the face and hands can be cured with 
certainty by radium, then the early réntgen-ray 
growths of the same type should yield equally well. 

It seems almost a paradox of radiology that the 
accepted use of a heavy y- radiation from a réntgen 
tube will cause a diseased condition of the skin, 
which a similar radiation from a tube of radium will 
cure. This becomes intelligible when it is known 
that the output of the réntgen-ray tube is almost 
wholly composed of hard, penetrating, irritating 
y-rays. The radium discharges the B-rays in great 
quantities as well as the y-rays. It is the B-ray 
that has been proved beyond question to be the 
efficient curative power; and it is only the secondary 
B-rays, generated by the X-rays when striking any 
resisting substance, that are of value in réntgen-ray 
tube work. 

The amount of radiant energy needed in the 
treatment of réntgen-ray growths is the same as 
would be effective in the curing of ordinary papillo- 
mata or basal-cell epitheliomata of the same degree 


-of advancement. The sequel of an application 


consists in ten days’ latent action, ten days’ activity, 
and ten days’ quiescence; followed by desquamation 
of the crusts from a soft healed surface. 

Abbe has been successfully following this course 
of treatment. since 1903; and from his experience’ 
he says that no cases of chronic dermal réntgen- 
ray disease in early stages which have presented 
themselves to him have failed to yield to radium 
therapy. H. E. Porter. 


Case, J. T.: Réntgentherapy in Deep-seated Non- 
malignant Lesions. Surg., Gynec. & Obst., 1915, 
Xx1, 70. 


According to Case, the term “deep réntgen- 
therapy”’ in its modern sense, carries with it a very 
different meaning from “deep réntgentherapy” 
as used ten years ago, and the results are several 
hundred per cent better even than they were 
three years ago. Literature three or four years old 
is largely unreliable as a basis for conclusions as to 
present indications for the deep application of very 
hard X-rays. 

This new significance of the term is due, firstly, 
to the invention of the Coolidge tube which has 
placed in the hands of réntgen workers a very 
powerful but precise instrument, by the use of 
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which it is possible to control the dosage with very 
great practical accuracy; secondly, the perfection 
of newer and more powerful sources of high-tension 
current; and thirdly, the development of a technique 
involving filtered irradiation at short focus-skin 
distance through multiple skin areas. 

Accurate estimating and recording of dosage is 
now possible and should be compelled. Rays 
of much higher penetration are now available, and 
thanks to filtration through heavy aluminum, can 
be used in twice the usual amount on each skin 
area. By dividing the skin overlying or surrounding 
the organ to be treated into a number of areas, using 
each as a port of entry (cross-fire method), the dos- 
age of filtered ray reaching the affected deep part is 
further increased as many times as there are ports 
of entry. All of this makes it more than ever 
necessary to accurately measure and record the 
réntgen dosage, and no man should be permitted 
to practice réntgentherapy who is not equipped 
with the knowledge and instruments necessary to 
do this measuring of dosage. 

In leukemia deep réntgentherapy finds one of its 
most valuable applications. Applied over the long 
bones in the myelogenous form and over the long 
bones and the enlarged lymphatic structures in the 
lymphatic form, its results show it to be a valuable 
symptomatic, though transitory, therapeutic means 
of treatment. Practically all cases relapse sooner 
or later, yet the prognosis is more favorable as to 
uniformity of symptomatic improvement and length- 
ening of life than with any other measure. The 
latter is true also of pseudoleukemia, though in 
this there is a 10 or 20 per cent prospect of lasting 
cure. 

In splenic anemia it should be possible to accom- 
plish by the ray nearly all that splenectomy does. 
If splenectomy is a cure for this form of anemia, then 
deep réntgentherapy is indicated and should be 
given a thorough trial before operation is resorted to. 

In Graves’ disease réntgentherapy by our present 
refined, intensive methods gives results almost 
unbelievably good. Here the treatment is not 
merely symptomatic, but, by profound depression 
of the secretory function, it has the character of an 
etiologic therapy, since it is aimed at the cause of a 
disease whose essential pathologic feature is hyper- 
activity or aberration of the thyroid secretory func- 
tion. 

In enlargement of the thymus réntgenization is 
a well established therapeutic measure. The 
younger the patient, the quicker the results. 

In gynecology the chief indications for réntgen- 
therapy are the treatment of climacteric and 
other known benign hemorrhages in women past 
38. It is necessary that the anatomical character 
of the endometrium be ascertained by micro- 
scopic examination of the curettings before rént- 
gentherapy is decided upon. Careful diagnosis is 
required to rule out unsuitable cases. The treat- 
ment deserves much greater popularity. 

Prostatic hypertrophy should also be amenable to 
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deep intensive irradiation in cases where operation 
is undesirable. 

In skin and glandular tuberculosis réntgentherapy 
is an established method. 

Pulmonary tuberculosis until recently has been 
considered beyond the reach of réntgenization, but 
recent experimental and clinical results of the 
réntgen treatment of pulmonary tuberculosis force 
us to reconsider our ideas on this subject. Kiipferle’s 
results are very suggestive and hope-inspiring. 


Boggs, R. H.: Value of Radium, Supplemented by 
Cross-Fire Réntgen Rays in Treatment of 
Malignancy. Am. J. M. Sc., 1915, cl, 30. 


With our present knowledge of radium and the 
réntgen rays, it is impossible to advocate the ex- 
tended use of one to the exclusion of the other in the 
treatment of malignancy. Each agent has its 
place. Both forms of radiation have wide ranges 
of usefulness which differ under certain conditions 
and in adaptability to parts affected. When the 
-rays of radium are filtered from the a- and B-rays 
it is found that they conform in most respects to 
réntgen rays. During the past few years physicists 
have proved that both the réntgen rays and the 
*y-rays are ether impulses identical in nature, differing 
only in wave length and power of penetration. 

While today we are using réntgen rays of much 
greater penetrating power and filtering out the lower 
inefficient rays, we must use different apparatus 
before we can produce rays with as great penetrat- 
ing power as the highest y-rays of radio-active 
substances. 

In treating a case either by radium, mesothorium, 
or the réntgen rays we must always face a series 
of problems. Given a case with a certain lesion, its 
position, extent, its susceptibility to the influence to 
this or that radiation, then the problem is to deter- 
mine the agent or agents to use. The duration 
and method of application can be varied almost 
to infinity. This enables us to realize how rich 
radiotherapy should be in its results when properly 
selected and employed. 

Every radiotherapeutist knows that the beam of 
rays given off from a réntgen bulb or a radium tube 
is a mixture of heterogeneous rays, and that it is 
only by filtering and increasing the distance between 
the source of radiation that we can approach any- 
thing like a homogeneous ray. Then if we have 
homogeneous radiation we must not neglect the 
diminution of the distal dose by absorption by 
the tissues. There is always a difference between the 
proximal and distal dose. In using properly filtered 
radiation it has been estimated that each centimeter 
of tissue absorbs from 5 to ro per cent of radiation, 
so it can readily be seen that the deeper the growth 
is situated the more cross-firing with any form of 
radiation is necessary. 

Dessauer considers that it would be necessary to 
have a radium tube containing 5 grams of radium 
when properly filtered and placed at the proper 
distance to give off a homogeneous ray equal to a 


520 


bulb placed at the proper distance and properly 
filtered. No one has this amount nor is it obtainable. 
This explains why most of the European workers 
who have had the best results in the treatment of 
malignancy long ago realized the importance of using 
the réntgen rays from outside as an adjunct, and 
administering it through as many ports of entry 
as possible. In many places in the treatment of 
uterine cancer they used over forty ports of entry. 
This is a radical change from the technique that was 
used when the first cases of uterine cancer were 
treated by réntgenotherapy years ago when little 
more than superficial or skin effect was produced. 
The treatment was given with an unshielded tube 
placed anteriorly to the abdomen the same as when 
making a radiogram. 

In carcinoma of the mouth, throat, rectum, or 
vagina, the radio-active substances can be placed 
within the lumen of the organ or in close proximity 
to the growth, and they are superior to the 
réntgen rays as far as the local treatment is con- 
cerned. But in all these cases—particularly if 
the disease is advanced and the lymphatics involved 
—the réntgen rays are superior to any quantity 
of radium anyone has used up to the present time for 
the treatment of lymphatic glands. It must also 
be remembered that these high-penetrating rays, 
given in great quantities and properly filtered, 
not only affect the adjacent lymphatic glands but 
also have a marked effect on the local tumor. In 
other words, it seems that the treatment is not 
complete if the radium is used locally unless it is 
followed for a certain length of time by réntgeno- 
therapy. Radium might be compared to surgery 
in its action on the local tumor. ‘The great advan- 
tage of the combined treatment is thus self-evident. 
Some inoperable cases of carcinoma which have not 
been cured have been improved to such a degree that 
a subsequent operation could be performed. No 
matter how rare these cases may be, every case 
should at least have this amount of palliation. It is 
certainly true that the diagnosis of an inoperable 
malignant growth should not be equivalent to a 
death warrant to the patient. Post-operative treat- 
ment carried out in this manner would undoubtedly 
increase the number of permanent cures. If 
radiotherapy could change the percentage of cures 
in only a small proportion of cases it is more than 
justified. It would seem that this is not advising 
too much when some noted German gynecologists 
advise radiation as the only method of treating 
operable cases of cancer. 

The success of radium therapy in the treatment of 
malignancy is attained chiefly in those cases in 
which the radio-active substance is brought into 
contact with the growth, either in or on it, without 
an intervening layer of healthy tissue, and in which 
the thickness of the tumor does not exceed 4 cm. 
It is preferable to use the hard réntgen rays for all 
deep-seated growths in which there is an intervening 
layer of healthy tissue. Radium gives the best 
results when it is brought in contact with the 
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growth and supplemented by the réntgen rays from 
outside by the cross-fire method. It is necessary 
for the operator to know the relative value of radium 
and réntgen rays when combining these two agents. 


MILITARY SURGERY 


Tilmann and Enderlen: Gunshot Wounds of the 
Skull (Schidelschiisse). Beitr. 2. klin. Chir., 1915, 
454. 


Tilmann and Enderlen read papers on this sub- 
ject before the Meeting of Military Surgeons re- 
cently held in Brussels. They are in accord as to 
most points, though Tilmann recommends at first 
only the necessary care of the wound, while Ender- 
len is an advocate of early operation. Percentages 
in regard to mortality are of no special value in 
these injuries, for many die later, after apparent 
recovery. 

There is little danger of hemorrhage, for skull 
wounds bleed little. The greatest danger is that of 
infection, causing meningitis or encephalitis. There 
may be a non-septic encephalitis from the inflam- 
matory reaction of the brain to the presence of the 
foreign body, even though it is not infected. It 
therefore becomes a question whether there is 
greater danger in removing the projectile or leaving 
it. Operation should be performed only when 
aseptic treatment of the wound can be guaranteed. 

The brain is very sensitive to infection and also 
to the action of disinfectants, so that their use in 
operations does more harm than good. Projectiles 
remaining in the brain should not be removed until 
their exact location has been determined by means of 
X-ray. In any necessary probing of the brain the 
finger should be used, rather than an instrument, 
for the finger can detect the difference in consistency 
between blood-clot and brain substance, while a 
sound cannot. Operation on the brain, when neces- 
sary can be performed without an anesthetic at 
all or under local anesthesia. : 

Meningitis should be treated by repeated lumba 
puncture. Encephalitis is much more frequent 
than meningitis; the suppurative form is rapidly 
fatal. The serous, hemorrhagic, and reactive forms 
may recover. If the disease becomes chronic 
brain abscesses are formed, which have to be emptied 
by trephining. The non-suppurative form of 
encephalitis may lead to softening and discharge of 
brain substance, or if the brain substance does not 
give way cysts may be formed; these may arise a 
long time after the injury. No patient who has had 
a brain injury should be transported for at least 8 
days, even if there is apparent recovery. Heshould 
remain under medical surveillance for at least three 
weeks. Plastic operations are not advisable early, 
and even later they should be performed only when 
there are strict indications. Every effort should be 


made to secure healing by first intention, for it has 
been found that later epileptic attacks are much more 
frequent in cases where there has been a prolonged 
period of suppuration. 


A. Goss. 
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Couteaud and Bellot: Injuries of the Skull by Pro- 
jectiles (Des traumatismes craniens par pro- 
jectiles de guerre). Bull. et mém. Soc. de chir.de Par., 
1915, xli, 1110. 


The authors give the histories of 29 cases of gun- 
shot injuries of the skull operated upon by them. 
Sixteen of them were simple penetrating wounds, 
in 8 the bullet had passed entirely through the skull, 
and in 5 the bone had simply been pushed in on the 
brain, without perforation of the dura mater. In 
most of the penetrating wounds only fragments of 
bone were found in the brain; the bullets had not 
lodged in the brain. In such cases the bone frag- 
ments should be carefully removed and the wound 
drained, but there should be no probing for foreign 
bodies. It is only rarely necessary to extract a 
bullet from the brain. 

All of the authors’ operations were performed 
under local anesthesia. They used a mixture of 
one part of 0.5 per cent cocaine and two parts of 0.5 
per cent stovaine, with a few drops of adrenalin 
added. In addition to the avoidance of surgical 
shock and vomiting after the anesthetic, local an- 
esthesia allows the patient to make certain move- 
ments and responses that are of assistance to the 
operator. Ten of the 29 patients died, a mortality 
of 34.5 percent. Fifty per cent of the patients with 
bullets passing entirely through the brain died. 
All except one of the patients who died were in very 
bad condition when operated upon; they were either 
in pronounced coma or meningo-encephalitis had 
already begun. In the cases where there was loss of 
substance in the parietal lobes there was paralysis, 
but in the injuries of the frontal lobes there were 
scarcely any cerebral symptoms and the patients 
all regained a normal psychic condition. A. Goss. 


Reynier, P.: Heteroplastic Grafts to Repair Gaps 
in the Skull (Réparation des pertes osseuses 
craniennes dans les plaies de guerre; greffers hétéro- 
plastiques). Bull. Acad. de méd., Par., 1915, Ixxiii, 
753- 


Reynier finds that many soldiers returning from 
the war have gaps in the skull, through which a 
hernia of the brain is visible and palpable. Cover- 
ing the gap has the double advantage of protecting 
the brain and by compression relieving certain un- 
pleasant symptoms from which these patients suffer. 
Various authors have used metallic plates for this 
purpose, but Reynier believes that the plates may 
be partially absorbed and that they act as foreign 
bodies and are liable to produce infection. There- 
fore he has tried using bone-plates. He has found a 
few cases recorded in the literature where the bones 
of dogs or other animals were used for this purpose, 
with apparent success, but the ultimate results are 
not reported in any of the cases. He describes a 
case of his own in which he used the scapula of a 
rabbit. The bone was cut to fit the gap, and the 
periosteum of the transplant was sutured to that 
of the skull. It has been two months since the 
operation and the result is perfect. 


In the discussion SEBILEAU stated that hernia of 
the brain is acute and generally due to cerebral 
abscess; it does not become chronic. Generally 
gaps in the skull are filled in with new-formed 
fibrous tissue sufficiently to protect the brain, but 
in the few cases where an artificial substitute is 
necessary he thinks metal-plates are superior to 
bone. Bone from another species of animal will 
not take, and he thinks Reynier’s result will not 
be permanent. He claims that metal-plates do not 
cause infection and are not absorbed, and cites 
in support of his statement several cases of his own 
and other surgeons. Pozzi also questioned the 
possibility of a heteroplastic graft being permanent; 
if bone is to be used he thinks it should be taken 
from the patient himself. Bone from another 
animal is simply tolerated, and will, he thinks, ulti- 
mately be absorbed. A. Goss. 


Frey, H., and Selye, H.: Surgery of Gunshot Injuries 
of the Brain (Beitrige zur Chirurgie der Schussver- 
letzungen des Gehirns). Wien. klin. Wchnschr., 
1915, XXvili, 693, 723. 

All cases of gunshot injury of the brain should 
be carried from the front to where they can get hos- 
pital treatment as quickly as possible, so that they 
may be operated upon at once. ‘There is no par- 
ticular danger of injury from the transportation. 
On the field a simple occlusion dressing is all that is 
necessary, and this should not be changed until the 
patient has arrived at the hospital. No definite 
conclusions as to the extent and depth of the injury 
can be drawn from the external appearance. 

All wounds should be carefully incised and ex- 
plored. If the bone is found intact no further opera- 
tion is necessary; but if the bone is injured the 
skull must be opened up. Enough bone must be 
removed so that sound and normal dura can be 
seen in all directions. After the removal of foreign 
bodies, splinters of bone, and crushed brain tissue, 
a cross-shaped incision is made in the dura, reaching 
to the edges of the bone. The wound must be 
dressed in such a way that the exposed parts of the 
brain are not pressed upon either by the dressings 
or by the natural coverings of the brain. Pro- 
lapse of the brain appearing later is of no signifi- 
cance if pulsation in it continues. If pulsation 
ceases the prolapse should be reduced and the 
brain explored again. 

After serious brain operations the authors give 
urotropine, 2 to 3 gms. per day internally, on 
account of its effect on the cerebrospinal fluid. 
When treated in this way the prognosis is very 
good. Only 8 per cent of the authors’ cases died; 
but the time since operation is too short to report 
on permanent results. A. Goss. 


Elschnig: Injuries of the Eye in War (Kriegsver- 
letzungen des Auges). Med. Klin., Berl., 1915, xi, 
553- 

Elschnig was surprised to find a large number 
of cases in which disease of the eye had existed before 
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the soldier entered military service. He mentions 
two cases of choked disc from brain tumor, which 
were not discovered till after the men had been at 
the front for weeks. There are many cases of in- 
direct injury of the eye. 

Besides the numerous cases of secondary injury 
of the eye from wounds of the brain and of the eye 
muscles, Elschnig had four cases of paresis of the 
ocular fibers of the sympathetic from injuries of 
the superior ganglion of the cervical sympathetic. 
In these cases he was surprised to find a negative 
adrenalin reaction, which became positive a few 
hours after operation, even when the paresis of the 
sympathetic was of months’ duration. Severe 
destructive injuries of the eye were rather rare, 
due perhaps to the fact that most of these cases 
die on the field. He had 36 cases of destruction 
of one eye, some of them evidently due to explosive 
bullets. In three cases both eyes were destroyed by 
bullets passing through both temporal bones. Dis- 
eases of the accessory sinuses are very frequent in 
connection with injuries of the eye. He mentions 
his method of substitution of the vitreous body, 
which he applied in three cases for hemorrhage 
of the vitreous with excellent results. By this 
substitution the eyes may be saved in many cases 
and the normal form preserved in others, where 
without it there is loss of sight and great disfigure- 
ment. 

There is an appalling number of slight injuries of 
the eye by fragments of metal, and it is these cases 
that demand the most consideration, for with 
early care by a skilled ophthalmologist the sight 
could be saved, while under present conditions great 
numbers lose their sight. Elschnig has had many 
cases come to him too late to be saved, though it 
was apparent that by early care they might have 
been cured. He urges the necessity for a consult- 
ing ophthalmologist at all the hospitals near the 
front, and thinks the hospital management should 
be held responsible for cases of blindness that could 
have been prevented by early care. A. Goss. 


Bahr, C.: First-Aid Treatment of Eye Injuries 
(Ratschlige fiir die erste Wundbehandlung bei 
Augenverletzungen im Kriege). Méinchen. med. 
Wehnschr., 1915, \xii, 696. 


Bahr has observed a large number of cases of 
sympathetic ophthalmia since the beginning of the 
war. In his 8 years’ experience with industrial 
accidents to the eyes he has found that infection can 
be prevented by the use of 10 per cent tincture of 
iodine. This is very painful, so it is best to an- 
eesthetize with cocaine if possible, but if cocaine is 
not to be had it can be done without anesthesia. 
It is better for the patient to bear the pain, though 
quite severe, than to run the risk of losing the eye 
by infection. 

The edges of the wound and any prolapsed parts, 
as the iris and vitreous body, are painted with the 
iodine till they are dark brown, care being taken to 
avoid touching any uninjured parts, as it causes 
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unnecessary pain. The color disappears within 24 
hours; he has never seen permanent discoloration 
from the iodine. A layer of cotton is placed under 
the lid to protect the connective tissue from con- 
tact with the iodine. The eye is then dressed, and 
hot compresses may be applied to decrease the pain. 
The dressing can be left unchanged for two or three 
days. If by the end of that time the pain has not 
stopped it indicates that there is some infection 
that has not been reached; but in practically all 
cases infection is prevented by this treatment. 
A. Goss. 


Sauerbruch and Borchard: Gunshot Wounds of the 
Thorax (Brustschiisse). Beitr. z. klin. Chir., 1915, 
xcvi, 489. 

Sauerbruch and Bochard read papers on this sub- 
ject before the meeting of military surgeons held this 
spring in Brussels They find that wounds of the 
thorax in this war are more serious than they have 
previously been considered, doubtless due to the 
greater proportion of wounds with shrapnel and 
shells. The dangers are from pneumothorax, 
hemorrhage, and infection. Bleeding is generally 
from the large vessels; acute hemorrhage from the 
lung itself is rare, but there is apt to be late hemor- 
rhage, 8 to 14 days after the wound, due to liquefac- 
tion of lung tissue or erosion of blood-vessels. 

Infection is rare in bullet wounds, and therefore 
the majority of them recover, but in large injuries 
from shells and shrapnel the danger of infection is 
very great. Of 23 extensive wounds of the thoracic 
wall treated by tampon and closing of the wound, 
17 died within the first 12 days. The prognosis is 
somewhat better when the wall of the thorax is 
freely excised, the thoracic cavity cleansed, frag- 
ments of shell and bone removed, and the lung su- 
tured to the opening in the wall of the thorax. If 
the patient survives the first few days a pyopneu- 
mothorax often develops, which has to be treated b 
operation. 

The treatment of simple bullet wounds is simple 
and strictly conservative. Rest, administration of 
morphine, and a position to favor expectoration are 
all that is necessary. It is important, however, 
not to allow the patients to be moved for at least 
two weeks. If there are signs of effusion with 
pressure on the thoracic organs puncture is indicated. 
Another indication for puncture is high, continuous 
fever. Puncture is to be preferred to rib resection 
also in most cases of empyema developing in a 
hemothorax; operation is indicated only in putrid 
empyema, indicating the beginning of a gangren- 
ous process. Puncture is further indicated when the 
hemothorax shows no sign of absorption after 
several weeks. 

The indications are quite different in shell and 
shrapnel injuries. Here conservative treatment is 
entirely inadequate. The thoracic wall should be 
excised, the lung wound freshened and sutured, and 
means provided for irrigating the pleural cavity. 
This treatment gives better results than the con- 
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servative, even when the patients are in very bad 
condition, especially if positive or negative pressure 
apparatus is available. The prognosis is better if 
the gangrene is circumscribed, leading to the forma- 
tion of an encapsulated empyema. In such cases 
several ribs should be resected and the abscess 
opened. In lung wounds complicated by abdominal 
injuries the primary operation should be a lapa- 
rotomy if the wounds are caused by rifle bullets; if 
from shells or shrapnel the thorax should be opened 
first and the abdomen reached through the dia- 
phragm. A. Goss. 


Kérte and Schmieden: Gunshot Wounds of the 
Abdomen (Bauchschiisse). Beitr. 2. klin. Chir., 
1915, XCVi, 509. 

Koérte and Schmieden reported on abdominal 
wounds at the meeting of military surgeons at 
Brussels this spring. 

Korte presented statistics of 312 cases and from 
his experience is an advocate of conservative treat- 
ment. He says it has not been demonstrated that 
more lives are saved by operation than by expectant 
treatment. It is not always possible to make an 
early diagnosis as to whether there is perforation 
of the intestine or not. If operation is to be per- 
formed it must be within the first 12 hours, the 
patient should not have been carried far, his general 
condition must be reasonably good, and the surgeon 
must be skilled and observe strict asepsis. 

Schmieden advocates operative treatment. He 
says that spontaneous recovery in abdominal 
wounds is extremely rare, and even of these who 
apparently recover many die later of chronic peritoni- 
tis. He agrees that operation should be done within 
the first 12 hours, and, thinks that arrangements 
should be made to get hold of as many cases as 
possible within that time and treat them operatively. 
War statistics, he says, are not particularly reliable, 
but he presents a series of statistics in which the 
percentage of recoveries was considerably higher 
after operation than after expectant treatment. 
With armies on the march of course it is difficult 
to bring about the necessary conditions for opera- 
tion, but with the armies in the trenches it should be 
the treatment of choice. 

In the discussion, FRIEDRICH said that with the 
conditions that prevail at the eastern battlefields 
it is almost impossible to operate with any chance 
of success. 

KRASKE stated his belief that cases with and 
without intestinal injuries should be considered sepa- 
rately. Practically all cases with intestinal injury 
die if not treated. He has operated upon 14 cases 
recently with 6 recoveries. 

SAUERBRUCH advocated early operation. He has 
operated upon 54 cases with 23 recoveries. 

REHN advocated operation with the armies in 
the trenches, but not with armies on the march. 

HANKEN advocated operation on all cases that 
come into the surgeon’s hands within 12 hours. 

A. Goss. 


Guerry, L.: Perforating Gunshot Wounds of the 
Abdomen. Ann. Surg., Phila., 1915, xi, 694. 

Twenty-seven cases are reported, with 2 deaths. 
The youngest case operated on was 7 years of age, 
the oldest 57 years. The average length of time 
that elapsed between the shooting and the operation 
was between 8 and 9g hours. The earliest case 
operated on was 3 hours and the latest 36 hours 
after injury. The smallest number of perforations 
was 2, the largest 22. The average number of 
perforations for the entire series was about 9. 

In 5 cases the injury was confined to the upper 
abdomen (above the umbilicus), and in 3 other 
cases both lower and upper abdomen were involved. 
Of the 5 cases in which the upper abdominal cavity 
was the seat of injury, once there were 2 perfora- 
tions only in the transverse colon; three times the 
colon, stomach, and liver were injured, and once 
the spleen and stomach. Of the 3 cases in which 
both the lower and upper abdomen were involved 
twice, besides 3 perforations to the small intestines, 
both colon and stomach were injured, and in 1 case 
both colon and spleen were penetrated with two 
small intestinal holes. In the remaining 19 cases 
the projectile did not enter the upper abdomen. 
The ureter was divided low down in 1 case. None 
of the great trunk vessels were injured except in 
the two patients who died. In about to cases 
there was a very serious hemorrhage from the in- 
jured mesenteric vessels. 

The element of shock was very much more marked 
in the white than in the colored patients; in more 
than half of the colored patients the amount of 
shock present was a negligible factor, while only 
3 out of the 12 white patients were not in a condition 
of serious shock, there being 12 white and 15 colored 
cases. 

The only way to determine certainly whether 
or not perforations have occurred is by operation 
and this should be done in practically every case. 
There should be no surmising as to whether the 
bullet has entered the abdomen and produced 
perforation or not. This question should be 
settled by exploratory coeliotomy. Not all, but 
quite a few, of these cases, especially where shock is 
present and hemorrhage not serious, will be made 
safer surgical risks by allowing them a reasonable 
time in which to react from the primary effects of 
the injury. Ifa patient suffering from one of these 
injuries presents himself for operation and has only 
one chance in a thousand to recover under surgical 
treatment, he should be given that chance and any 
time limit up to the point of the patient being 
moribund should be considered artificial. One 
case was operated on 24, one 36, one 18, two 12, and 
one 17 hours after injury and only one of these 
cases died. 

Injuries above the umbilicus are more dangerous, 
harder to manage, and have a higher mortality 
than injuries to the lower abdomen; injuries to 
the large bowel the author believes to be more 
dangerous than injuries to the small bowel. 
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In practically all cases in this series general ir- 
rigation of the abdominal cavity through a Blake 
two-way irrigator was practiced. Every case was 
drained. A Keith glass drainage tube was placed 
through the angle of the median incision into Doug- 
las’ pouch; depending on conditions, a small Keith 
tube was so placed as to drain each loin. 

On the first, fourth, and sixth days after injury 
cases of this character are given an immunizing 
dose of antitetanic serum. Epwarp L. CorNeELL. 


Leriche, R.: Necessity for Systematic Operation in 
Abdominal Wounds (Nécessité d’opérer systém- 
atiquement les plaies de ’abdomen). Presse méd., 
IQ15, XXili, 221. 

Contrary to most writers on the subject Leriche 
is an earnest advocate of operation in abdominal 
wounds. He says that the chief objection urged 
against it is that it is impracticable on account 
of the large number of wounded to be taken care of. 
He suggests the establishment of a stationary 
ambulance near the field, to be used as an operating 
room for abdominal cases. Another objection is 
the high mortality; but there is of necessity a high 
mortality in abdominal wounds, whether the treat- 
ment is surgical or expectant. He has seen 117 
cases treated expectantly with a mortality of 85 
per cent, and other surgeons give mortality statis- 
tics of 70 per cent and up. Leriche thinks this 
mortality could be materially reduced by operation. 
He has only operated upon two cases himself, with 
recovery in both. 

Many patients with abdominal wounds die from 
hemorrhage from the mesenteric vessels, when no 
other organs are injured. These cases could 
certainly be saved by suturing the vessels. Many 
wounds of the intestine and stomach could be 
sutured and the patients saved if they could be 
operated upon early. Patients with wounds of 
the liver and spleen certainly stand a much better 
chance with operation than without. He urges 
that a systematic attempt at operative treatment 
be made to see whether the high mortality cannot 
be reduced in this way. A. Goss. 


Enderlen and Sauerbruch: Operative Treatment of 
Gunshot Injuries of the Intestine (Die operative 
Behandlung der Darmschiisse im Kriege). Med. 
Klin., Berl., 1915, xi, 823. 

Enderlen and Sauerbruch report on 227 cases 
of operation for abdominal injuries, in 211 of 
which the intestine was injured. They are ardent 
advocates of operative treatment in such injuries. 
The favorable results that some surgeons have 
reported from conservative treatment are due to 
the fact that they included all cases of abdominal 
injury, a large percentage of them being extra- 
peritoneal. 

The authors had 52 cases of intestinal wounds 
that were treated conservatively; 46 of them died 
in the field hospital and 3 of them died later; only 
4 were discharged and sent. home apparently well; 


even if they all lived the mortality would be 94 
per cent. On the other hand among the 211 
operated cases the mortality was 44.4 per cent. 

It is of course sometimes difficult to make a diag- 
nosis as to whether the intestine is injured or not, 
but if the abdomen is tense and painful, the pulse 
small and frequent; if there is nausea and vomiting, 
and particularly if there is costal breathing, there is 
probably intraperitoneal injury, and if so operation 
is indicated whether the intestine is injured or not. 
Even those who oppose operation for intestinal 
wounds admit the necessity for it in intra-abdom- 
inal hemorrhage. 

Among the authors’ more than 200 cases a mis- 
taken diagnosis of intestinal injury was made only 
8 times, and none of these patients was injured by 
the operation. The operation is performed in the 
same way as in civil practice, and careful after- 
treatment is necessary. Salt solution is given 
by the drop method. Hot packs and _ hot-air 
treatment are beneficial when possible to use; they 
stimulate peristalsis and are pleasant to the patient. 
The patients are given fluid the first day; if the 
intestinal suture is firm it will hold anyway and if it 
is not abstinence does no good. The patient 
should not be transported for four weeks, but if 
it becomes necessary to move them the operated 
patients are in better condition to stand it than 
those treated without operation. The patients 
should be operated on if possible within 12 hours 
of the injury. The results have been better the 
past few months than in the early months of the 
war. The authors feel that operation for intestinal 
injuries may come to be one of the most hopeful 
fields of military surgery, as these patients are not 
left helpless and crippled afterward as are the 
amputation cases. A. Goss. 


Tuffier: Resection of the Knee to Avoid Amputa- 
tion of the Thigh in Fractures of the Knee (La 
résection du genou permet d’éviter l’amputation 
de la cuisse dans certaines fractures graves de 
Varticulation). Presse méd., 1915, xxiii, 222. 


Comminuted fractures of the knee with suppura- 
tive arthritis are very severe injuries, but Tuffier 
thinks amputation of the thigh is practiced much 
too freely in such cases. Among 200 patients 
upon whom amputation was performed at Maison 
Blanche, 30 were for injuries of the knee by rifle 
bullets, which is the least severe form of injury; 
those by shells and shrapnel are much worse. 

Of 74 cases of amputation of the thigh at Saint- 
Maurice 22 were for wounds of the knee. Tuffier 
thinks many of these limbs could have been saved 
by resection at the knee-joint. The condition of a 
patient with an amputation of the thigh is incom- 
parably worse than that of one with resection 
at the knee; moreover, the mortality in amputation 
at the thigh is very high. Sometimes these injuries 
of the knee recover with ankylosis after long treat- 
ment, but in some cases general septicemia de- 
velops and amputation becomes necessary. In 
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the great majority of cases resection is sufficient. 
He cites four cases in his own practice. The case 
histories are given showing that they were very 
severe cases, and yet recovery was rapid and com- 
plete after resection. A. Goss. 


Gray, H. M. W.: ‘Treatment of Gunshot 
Wounds of the Knee-Joint. Brit. M. J., 1915, 
ll, 41. 


The author reports that in the earlier part of the 
present war the result of treatment in gunshot 
wounds of the knee among those who recovered was 
marked by ankylosis in the majority of cases. The 
period of convalescence was usually most painful 
and precarious. These results are attributed to 
erroneous ideas of treatment which have been 
abandoned. Among the errors mentioned are: 
(1) the belief that suppurative infection of the 
joint demanded free and prolonged drainage; (2) 
the use of drainage tubes, more or less large in size, 
inserted deeply into the various recesses of the 
joint; and (3) the use of strong antiseptic treatment 
which was inimical to a restitutio ad integrum, 
because the deleterious action of the antiseptics 
destroyed the synovial membrane and cartilage, 
forming a fruitful source of ankylosis. 

In lieu of the foregoing line of treatment the 
following factors are now insisted upon: (1) wounds 
of the joint that are apt to become septic demand 
mobilization; but few such cases when received 
from the front are provided with properly applied 
splints. This important lapse in treatment is apt 
to favor the entrance of sepsis to a knee previously 
infected, and again there is danger that it might 
stimulate a virulent, diffuse inflammation instead 
of a mild, localized one. It is insisted upon that 
during the treatment the splint be retained two 
or three weeks at least. Later, gentle passive 
movement is recommended; (2) formerly, foreign 
bodies were removed ‘‘only if they led to trouble”; 
now only those embedded in bone outside the joint 
are left undisturbed, all others are removed whether 
they are the source of immediate trouble or not; 
(3) excision of the wound in the skin and superficial 
tissues is now a routine process. 

The present treatment is summarized as follows: 
Excise wounds of the skin and superficial soiled or 
necrotic muscle and fascia. Enlarge the wound 
freely if necessary. Remove foreign bodies, pre- 
viously localized by X-rays, after possible enlarge- 
ment of the synovial membrane. Flush the 
synovial cavity with 5 per cent saline solution. In 
very acute cases make fresh incisions. Trim the 
edges of the wound in the synovial membrane; 
suture if the sepsis is not acute. Insert drainage 
tube down to but not through the wound in the 
synovial membrane. Fill the rest of the wound 
firmly with “tablet and gauze” dressing. Inject 
formalin, glycerine, or ether, through the fresh 
puncture. Clean and redisinfect the surrounding 
skin. Apply superficial dressings and light band- 
age. Immobilize in suitable splint. If this fails, 
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free arthrotomy, and possibly amputation should 
be employed. 

The results are stated in 10 cases in which the old 
treatment was practiced in some and the new in a 
few others, and 36 cases by the new method as 
follows: 


No. of 
cases Percent 
Deaths in spite of amputation.................. 2 20 
Free movement when discharged................ 3 30 
10 Too 
Death in spite of amputation................... ° ° 
Free movement when discharged................ 28 77-77 
36 99.98 


In looking over the 36 cases detailed briefly for the 
most part, the reviewer finds that 27 were due to 
shrapnel or shell fragment, and 9 resulted from 
bullets or missiles the nature of which is not specified. 
To have cured 28 of these with movable joints is 
an achievement that is heartily commended, con- 
sidering the nature of the missiles causing the 
wounds. 

The author insists on mobilization as a prime 
factor in all knee-joint wounds. The treatment is 
not new since it is an established mode of treat- 
ment in surgery as a rule, and military surgery in 
particular. We have taught the value of immobiliza- 
tion for years, not only in joint injuries and fractures 
from gunshot, but in all gunshot wounds including 
those of soft parts even where immobilization is 
impossible. Fixation of wounded parts plays a 
great réle as a prophylactic against the develop- 
ment of infection. When enforced transportation 
is necessary, as often happens in military practice, 
it adds to the comfort of the patient in keeping 
down pain, it prevents the recurrence of hemor- 
rhage, and it also favors early healing. 

The only thing recommended by the author that 
savors of new treatment is excision of the wound 
of the skin and superficial soiled or necrotic muscle 
and fascia, and this is only new as it may apply to 
the channel of a bullet wound and not to shell 
wounds or gunshot wounds which exhibit the 
characteristics of explosive effects. Here we have 
a great deal of devitalized tissue and the rule of 
treatment is the same as that practiced in all 
wounds with coagulation necrosis; i.e., the remov- 
al of contused parts. The rest of the so-called new 
treatment which refers to free drainage, removal of 
foreign bodies in the joint after localization by X- 
rays, flushing the synovial cavity with saline solu- 
tion, insertion of drainage tubes to and not into 
the synovial cavity, etc., is sound practice. 

After all, the outcome in war wounds of the knee- 
joint will largely depend on methods of conser- 
vation properly carried out, and more especially 
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on the characteristic features of these wounds. 
Slight wounds, such as simple perforation of the 
synovial membrane, etc., have a uniformly favorable 
outcome under modern surgical methods of treat- 
ment and immobilization. Lodged bullets in and 
around the joint complicate the outcome until they 
have been removed. The X-rays are a great 
guide in the treatment of such cases. Of 95 cases 
of gunshot wounds of the knee in the Anglo-Boer 
War, lodged bullets were successfully removed in 
10 cases (Spencer). Gunshot wounds which groove 
the joint surfaces may or may not have many 
spicules of bone protruding, depending on the ve- 
locity and sectional area of the bullet. Many 
spicules and fissures in the tibia or femur add to 
the gravity of the wound. Complete perforations 
traversing the joint in all directions are very com- 
mon with high-power military rifles and machine 
guns. 

Perpendicular shots of this kind which cross the 
joint by the shortest route inflict a minimum 
amount of injury and are usually attended with 
good results. 

In midrange, clean-cut perforations of the patella, 
condyles of the femur, and the epiphyseal end of the 
tibia are the rule, and they offer the best examples of 
so-called humane wounds. Implication of the 
joint by fissuring and comminution of the bones 
entering into its formation by shell fragments, 
shrapnel balls, or large caliber old-time lead bullets 
is apt to exhibit comminution of the epiphyses into 
the joint with liberation of isolated fragments of 
varying sizes. These are difficult wounds to treat 
successfully. They are lesions that often call for 
partial resection, primary or secondary amputa- 
tion. 

There were 95 gunshot wounds of the knee-joint in 
the Anglo-Boer War with a mortality of only 4.2 
per cent. Amputation was done in 11.5 per cent 
of cases, all of which were injured by shell fragments. 
The fatalities were the result of sepsis from severe 
shell fracture (Stevenson). 

The outcome of reduced caliber rifle injuries of 
the knee was shown in 17 cases at the battle of 
Santiago. No death was recorded, and 14 of the 
injured recovered and were returned to duty in 
the course of a few months. Three were dis- 
charged on a surgeon’s certificate of disability. 

Among 76 cases of gunshot wounds of the knee- 
joint in the Spanish-American War and Philippine 
Insurrection there was a mortality of 6.5 per cent. 
The wounds were inflicted by all kinds of missiles 
from large and small caliber hand weapons, shell 
fragments, and shrapnel. The treatment in these 
cases was by conservation in accordance with rules 
laid down in clean surgical practice, as well as 
this can be accomplished in field conditions. We 
have always figured that the outcome was good, 
but we admit that it might have been a trifle bet- 
ter under the strict rules properly adhered to, as 
recommended by Colonel Gray. 

Louis A. LAGARDE. 
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Denk, W.: Infected Gunshot Injuries of Bones and 

. Joints (Zur Klinik und Therapie der infizierten 

Knochen und Gelenkschiisse). Wien. klin. Wchnschr., 
XXVill, 701. 

In the treatment of infected injuries of the bones 
and joints every possible effort should be made to 
save the limb. In injuries of bones if there is no 
gas phlegmon or other malignant infection, ex- 
pectant treatment is indicated at first, careful 
watch being kept of the patient’s general condition. 
If improvement does not take place incision with 
removal of bone fragments or secondary trough- 
shaped osteotomy is indicated. 

The indications for incision and removal of bone 
fragments are: continuous high fever, putrid sup- 
puration, signs of beginning sepsis, hemorrhage, 
and streptococcus infection. After such operations 
care must be taken to avoid shortening of the 
extremity, especially the lower. It is well to keep 
the limb in extension with moderate weights until a 
callus is formed. 

In cases of fistula or bone abscess sequestrotomy 
and trough-shaped osteotomy are indicated. The 
periosteum and soft parts are inverted into the 
trough and a tampon placed over them to keep them 
in place; no skin incision is made. The trough 
fills up with new-formed bone, as is shown by a 
series of réntgen pictures. To avoid spontaneous 
fracture, soon after the operation a fixation dressing 
is applied for five or six weeks. 

In infected gunshot injuries of joints conserva- 
tive treatment is indicated. Often even after in- 
fection in the joint has become manifest it is suffi- 
cient to immobilize the limb absolutely, apply 
moist dressings, and give large doses of salicylates. 
If this treatment is not effective arthrotomy and 
drainage, with the opening of any periarticular or 
burrowing abscesses, are indicated. If this treat- 
ment is not successful, resection is justified. This 
should also be the primary treatment in cases 
with severe crushing of the ends of the joints and 
virulent infection or necrosis of fragments. If all 
conservative methods fail or if the patient’s life is 
threatened by a general infection, amputation 
should not be delayed too long. A. Goss. 


Perthes, G.: An Important Point in the Treatment 
of Gunshot Fractures (Eine wichtige Forderung 
fiir die Behandlung der Schussfrakturen). Muiinchen. 
med. Wehnschr., 1915, \xii, 754. 


Perthes calls attention to the fact that absolute 
immobilization is of the greatest importance in the 
treatment of fractures. Many surgeons seem to 
forget this in dressing and the fracture is moved 
during the dressing. As a result there is pain, 
temperature, and increase in wound secretion. 
This is almost unavoidable if any of the numerous 
forms of splint are used that have to be removed 
during the dressing. Fenestrated plaster casts 
should be used, which allow free access to the 
wound. [Illustrations are given of casts which per- 


mit this and also protect the edges of the window in 
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the cast against being soiled. When the wound has 
healed the usual treatment for a simple fracture 
can be applied. A. Goss. 


Lake, N. C.: The Plating of Gunshot Fractures. 
Brit. M. J., 1915, ii, 44. 


The questionable practice of plating in compound 
comminuted gunshot fractures among war wounds 
is dealt with interestingly by the author in a recital 
of his nine month’s experience at the front, in France. 
He did not see it used in any of the French military 
hospitals that he visited nor did he hear of its use in 
many English ones. 

The importance of obtaining a good anatomical 
result in the presence of comminuted bone and the 
difficulties which the latter offers is fully appreciated 
by the author. The hindrance, from the presence of 
sepsis which is found in all cases, is also noted. 
Lake’s wide experience has taught him that fresh 
infection of soft parts is negligible in view of the 
already extensive damage, and that fresh infection 
of the bone does not occur to any extent worthy of 
consideration. In some of the smaller bones a 
previously septic wound has been found to heal 
completely over a plate, a fact which may be attrib- 
uted to the healthy condition of the tissues prior to 
the injury. In most cases, however, the plates 
tend to loosen in the presence of sepsis, but not to the 
extent he was led to expect, and the loosening does 
not occur to an extent sufficient to affect the original 
object of the plates until the fragments have become 
partly fixed, in say, two or three weeks. The 
plates seem to have little effect on the septic process 
and some of the loose ones become consolidated again. 
For these reasons the author is of the opinion that 
objections to the use of internal splints are rather 
theoretical than otherwise. The ease with which 
the dressing can be manipulated, and massage and 
other treatments be applied to neighboring joints and 
soft tissues as compared to a limb under treatment 
by external splints is specially noted. 

The amount of comminution necessitates the use 
of longer plates than those in ordinary use. In some 
shell wounds comminution is so extensive as to 
exclude the use of plates, and in these cases a divided 
plaster having a soft iron connecting piece bent to 
form a handle to manipulate the limb is found to 
be of value. 

The plating operation is not undertaken until 
acute sepsis has been subdued and radiographs 
have been taken—about four days after admission. 
The taking of radiographs in two planes, at right 
angles to estimate the amount of destruction and 
to better reconstruct the damage done, is considered 
very essential. No routine method is used to 
combat sepsis, each case being treated according to 
indications. Ether, a dusting powder composed 
of benzoic acid 25 grams, salol 5 grams, quinine 25 
grams, and magnesium carbonate 25 grams proved 
of use in very dirty cases after a preliminary cleaning 
under an anesthetic. To establish the lymph flow 
as recommended by Sir Almroth Wright hypertonic 
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saline solutions with and without vaccines are used; 
but once the sepsis is limited, more reliance is placed 
on the application of a Bier’s bandage or a suction 
cup when practicable. Sun-baths and injections 
of colloid gold, so highly recommended by French 
surgeons, have been used with doubtful results. 

By the energetic use of the methods mentioned 
sepsis is considerably reduced after a few days, at 
which time plating can be done. In most of the war 
wounds an incision is unnecessary or the original 
wound needs to be only enlarged. The good 
exposure thus obtained is an advantage in point of 
drainage. The fragments are carefully replaced 
except those entirely detached that must obviously 
die. While this preliminary arrangement is being 
made, surrounding structures are carefully examined 
for injury. In a search of this kind, in two cases 
of plating of the humerus, the musculospinal nerve 
was found in such a position that it would later have 
been involved in callus. It was promptly freed and 
buried in muscle to prevent symptoms of pressure 
later on. Many such cases involving tendons, 
vessels, and nerves were found and remedied in 
accordance with the indications offered. After 
exposing the ends of the main fragments the plates 
are put in place without disturbing the periosteum 
unduly. The most useful plate employed was one 
having two screw holes near together at the end, 
with one or two intermediate ones. The latter 
often hold intervening small fragments in good 
position. It is preferable not to put screws near 
fractured ends. Holes are carbolized before putting 
the screws in place. Fresh incisions may be closed, 
although they may be left open a few days to insure 
drainage, and closed by suture later. The limb 
is found quite rigid after plating and the subsequent 
management is devoted to keeping down sepsis 
for the next three or four weeks. The author states 
that the limb may be treated the same as one with- 
out fracture, as far as early movements and massage 
may be indicated. After one month the parts have 
become solid enough so that any plates that show a 
tendency to be loose may be removed except where 
there is a gap, and the plate is then retained as it 
may assist in preventing shortening. Several 
weeks later a sequestrum is found embedded in a 
cavity of bone or fibrous tissue, which should be 
removed. Toclose the remaining cavity bismuth paste 
has given good results. Before this is resorted to, 
the cavity is swabbed with pure carbolic acid, and 
iodoform paste is used for a few days. Skin-grafting 
was often resorted to to assist in rapid closure of 
wounds. 

Many cases remained ununited except by deposit 
of fibrous tissue between the bone-ends. For 


these bone-grafting is recommended later. 

The concluding paragraph should convince any- 
one that it will be a long time, if ever, before 
plating becomes an adopted mode of treatment in 
gunshot fractures in military surgery. 

Even in simple fractures asepsis has always been 
the sine qua non to intervention. 


Bone tissue at 
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best offers poor resistance against infection, and for 
that reason the propriety of plating bone in com- 
pound fractures has always been questionable. 
In gunshot fractures where so much comminution 
and laceration of tissue exists in the presence of 
heavy infection, and amid surroundings which often 
forbid the possibility of carrying out the rules of 
asepsis completely, as is found in the emergency 
conditions of field surgery, the practice of plating at 
best could only be undertaken by experts in selected 
cases. 

In military surgery it should also be remembered 
that the gaps which are apt to occur in the con- 
tinuity of the long bones from shell fracture and the 
comminution common to bullets of high velocity, 
have hitherto been filled in a surprising way by new 
bone. In the few cases in which Nature fails 
to provide the bone, there is an opportunity of re- 
placing the intervening fibrous tissue with bone- 
grafts. In pseudo-arthrosis with loss of bone sub- 
stance bone-grafting offers absolutely safe and 
nearly perfect results. Lambotte states that per- 
sonally he has never resorted to a mutilating opera- 
tion for pseudo-arthrosis from loss of bone sub- 
stance. He strongly advocates strict asepsis in the 
use of bone-grafting and emphasizes his belief that 
living bone will graft itself perfectly and continue 
to live in its natural state, and this is especially true 
of autoplastic grafts. Louis A. LAGARDE, 


Routier, A.: Technique for Late Secondary Ampu- 
tations in War Injuries (Technique pour les 
amputations secondaires tardives chez les blessés de 
guerre). Bull. ct mém. Soc. de chir. de Par., 1915, 
xli, 1164. 

Routier describes 3 cases on which he operated 
with excellent results by a method quite different 
from the classical amputation. In contrast he 
describes 2 cases in which he operated by the class- 
ical method and both patients died. The amputa- 
tion is not carried above the injury into sound tissue, 
but is made in the very midst of the wound. Suture 
of the flaps is not attempted afterward and the 
result is very unsightly, but it has the advantage 
of leaving a longer bone-stump, it does not open up 
fresh bleeding surfaces and expose them to infection, 
but utilizes the granulating surfaces already present 
in the wound. It is rapid and easy of execution. 

SEBILEAU also described 2 cases he had amputated 
by this method. It is to be regarded as an emer- 
gency method to be used only under such conditions 
as prevail at present, but in those conditions it is 
valuable because of its rapidity of execution and 
especially because fresh bleeding surfaces are not 
exposed to infection. A. Goss. 


Wolff, A.: Osteomyelitis of the Spinal Column 
After Gunshot Wound (Wirbelosteomyelitis nach 
Deutsche med. Wehnschr., 1915, 
xli, 498. 


Acute osteomyelitis of the spinal column is rare. 
Up to 1903 Gisel could find only 56 authentic cases 
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in the literature. Henle reported 5 cases due to 
trauma. Wolff describes a case in a soldier who had 
been shot in the neck just below the angle of the 
jaw. ‘Three weeks later a fragment of a shell was 
removed through the oesophagus. He was appar- 
ently well and réntgen examination showed no 
injury of the vertebre. Three weeks later — six 
weeks after the injury —he developed signs of 
meningitis, from which he died. Autopsy showed 
osteomyelitis of the third cervical vertebra and sup- 
purative spinal meningitis. 

In connection with the above case Wolff empha- 
sizes the points that in cases of gunshot injuries 
near the spinal column where there is the slightest 
suspicion of injury to the vertebre, the patients 
should be treated with a plaster cast or suspension. 
No dependence must be placed on the réntgen pic- 
ture, for it does not show osteomyelitis in the early 
stages. Bullets and foreign bodies should not be 
removed through the cesophagus, but an external 
opening should be made and free drainage estab- 
lished. Osteomyelitis of the spinal column may 
not appear until weeks after the injury. A. Goss. 


Davidson, T.C.: A Case of Gunshot Wound of the 
Back, Producing Paralysis, Relieved by Lami- 
nectomy. Allanta J.-Rec. Med., 1915, lxii, 71. 


The patient, a negro, was shot in the back by a 
policeman. He presented complete paralysis of 
the bladder, bowels, and both legs. The X-ray 
report was misleading, from its having been in- 
correctly interpreted, the bullet having actually 
lodged on the left side of the second lumbar vetebra 
instead of on the right as reported. The question for 
diagnosis was whether the symptoms were caused 
by direct trauma of the bullet, by compression from 
a spicule of bone, or by a blood-clot. From a care- 
ful history of the relative position of policeman and 
patient at the time of the shooting and the fact 
that the patient did not immediately lose the use of 
his legs, it was concluded that a blood-clot was the 
cause, and this was confirmed by operation. The 
patient was up in fourteen days and recovered 
completely. The case serves to draw attention 
to the necessity of correctly interpreting X-rays 
and of using care in taking histories. C. E. WELts. 


Perthes, G.: Laminectomy in Cases with Bullets 
Lodged in the Spinal Cord (Uber Laminektomie 
bei Steckschiissen des Riickenmarkes). Beitr. 2. 
klin. Chir., 1915, xcvii, 76. 

There is still a great difference of opinion as to 
the proper course to pursue in gunshot injuries of 
the spinal cord; some surgeons advise operation and 
others, equally skilled, advise against it. Perthes 


considers only those cases in which the projectiles 
remain in the spinal canal, and gives the histories of 
six such cases operated upon by him. Two of these 
patients died the day after the operation; one died 
later after the wound had healed; one recovered from 
the operation, but not from the paralysis; but in the 
two other cases the improvement after the opera- 
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tion was so marked that there is every reason to 
believe it will be complete. 

He discusses the symptoms of complete and 
partial transverse section of the spinal cord and 
concludes that laminectomy should be performed in 
all cases where there is only partial section. In 
such cases the symptoms are often due to pressure 
by the projectile, and recovery after operation is 
remarkably rapid and complete. If there is com- 
plete transverse section of the cord, operation is 
useless, but it must be borne in mind that there are 
often clinical signs of complete section when an- 
atomically a part of the cord is preserved; so it is 
quite possible that some such cases may be saved; 
at any rate the operation can do no harm, for the 
patients will die if not operated upon. The opera- 
tion should be performed under local anesthesia 
with the aid of pantopon-scopolamine or scopola- 
mine-morphine anesthesia. In the cases of only 
partial section of the cord the operation should be 
performed at once; there is no object in waiting as 
the pressure symptoms will only grow worse. 

A. Goss. 


Marburg, O., and Ranzi, E.: Gunshot Injuries of 
Peripheral Nerves (Zur Frage der Schussverletz- 
ungen der peripheren Nerven). Wien. klin. Wchn- 
schr., 1915, Xxviii, 611. 


From experience with 2 non-operative and 48 
operative cases of nerve injuries the authors come 
to the following conclusions: 

t. When after a gunshot injury there is loss of 
motion and sensation and complete lack of electrical 
reaction, operation is indicated as soon as the wound 
has healed. 

2. When there is loss of motion and sensation 
and: the electrical reaction is growing worse, opera- 
tion is indicated. 

3. When there is loss of sensation and motion, 
with no tendency to improvement, and the reaction 
of degeneration remains stationary for several weeks 
operation is indicated. 

4. If there are suppurating wounds operation 
should be delayed for several weeks. A. Goss. 


Stoney, R. T.: Nerve-Suture for Bullet Wounds. 
Brit. M. J., 1915, ii, ro. 


As an operating surgeon in the French Army the 
author had many opportunities of seeing cases of 
nerve injury caused by modern weapons. From 
four operated cases he concludes as follows: 

1. The function of a nerve may be interrupted 
without material injury, in which case the loss of 
function is only partial and returns early, probably 
within a fortnight or three weeks. 

2. When a nerve is partially or wholly divided 
loss of function is marked and permanent and may 
even tend to increase. In these cases it is useless 
to expect spontaneous regeneration owing to the 
distortion and separation of the cut ends and the 
great development of dense fibrous tissue which 
appears to follow in all cases. 
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3. When a nerve is divided, the sooner an opera- 
tion for its suture is performed the easier it is and 
the greater the likelihood of an early cure. In 
cases, however, where the wound is septic, it may 
be advisable to allow time for the wound to heal. 

4. Even when no treatment has been given for 
several months there is still a chance of a successful 
result if late suturing is undertaken, so that no case 
need be looked upon as necessarily hopeless. 

C. Heyp. 


Holland, C. T.: The X-Ray Work at the First 
Western Base Hospital. Med. Press & Circ., 
1915, cl, 539. 

Holland states that desperately bad cases are 
not usually seen in the base hospitals. Generally 
the wounds are those due to shrapnel bullets, bits 
of lead, or irregular pieces of metal. It is usually 
impossible to tell merely from the appearance of 
these wounds the nature of the missile causing them. 

The first point to be determined by the radiog- 
rapher is the presence or absence of a foreign 
body; its location; and the coexistence or not of a 
bone injury. The taking of plates alone is not 
sufficient but a careful and extensive search over a 
large area must be made with the screen before 
determining that a foreign body is not present. 
But even with a screen, when only splashes of 
lead are present, these may be so small that they 
cannot be detected on a screen. Holland thinks 
the best screen examination is made from below up, 
but states that owing to the condition of the pa- 
tient it is usually very difficult to move the body 
freely and thus get screen or plate effects in various 
positions which are an aid to localization. 

In dealing with methods of localization, Holland 
considers the Mackenzie-Davidson method the 
most exact known. The principle of this method 
is the taking of two radiographs with a known 
distance of tube from plate, the shifting of the tube 
a known distance, and then a reconstruction by 
means of the special apparatus of the lines of the 
X-ray stream, etc. For practical, quick execution, 
however, the author prefers a modification of this ap- 
paratus, devised by Hampson of London, which he 
describes in full detail. The method is claimed to be 
exact in determining the position and depth of a 
foreign body from any fixed and marked spot on 
the skin. Holland says that he has estimated the 
depth of deeply-seated foreign bodies in the pelvis 
and chest both from the front and back, put the 
figures on paper, and then withacaliper measured the 
thickness of the body between the two skin marks. 
In no single case has the difference between the 
sum of the depths and the caliper measurements 
been more than 0.5 cm. 

In discussing the detection of bone injuries Hol- 
land states that a plate should always be exposed in 
addition to the screen. The plate will show more 


detail and in many cases will show fragments of 
lead mixed with the bone fragments. 
He emphasizes the importance of thoroughly 
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skilled X-ray wound work. It is of no use leaving 
the work to semiskilled operators who are not 
familiar with the work required. Unskilled radiog- 
raphy is responsible for injury to the patient and 
misleading of the surgeon. He also thinks that 
the surgeon should be present at the examination 
and should see for himself the bullet shadow on the 
screen, the patient’s position, etc. H. E. Porrer. 


Jacomet: Treatment of Gaseous Gangrene (Notes 
et observations concernant le traitement de la 
gangréne gazeuse). Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 1321. 

Jacomet at first treated severe cases of gaseous 
gangrene by amputation, but he found that even 
when he amputated above the gangrene in sound 
tissue, there was often recurrence in the stump. 
Now he treats these cases as follows: As soon as 
possible after the patient is received, parallel 
incisions are made in the gangrenous area 15 to 20 
cm. long with the thermocautery; these incisions 
are made 6 to 7 cm. apart throughout the affected 
area. The thermocautery is passed through the 
skin and aponeurosis. He then dissects the cellular 
tissue with his finger or a blunt instrument, so that 
the muscles are opened up. He then washes out 
the wound with hydrogen peroxide, inserts gauze 
drainage, and wraps the limb in moist compresses. 
The dressing is repeated every day. If it becomes 
necessary to amputate a part of the limb he waits 
till a line of demarcation is formed, and incises 
the soft parts along this line with the thermocautery, 
and saws the bone. In this way he saves more of 
the limb than he would have by early amputation. 
By this method he has lost only one patient out of 
11 and he insists on the value of the thermocautery. 

DELBET said that he had found hydrogen peroxide 
positively harmful in gaseous gangrene; many cases, 
apparently very severe, turned out well, even without 
treatment, and others apparently mild ended fatally, 
so the method of treatment is blamed. 

Quénvu said that he did not believe Jacomet’s 
treatment was applicable in all cases; in cases 
of total gangrene, amputation is necessary. He 
advises free incision in cases of partial gangrene and 
amputation in total gangrene. 

TUuFFIER thinks that hydrogen peroxide is effec- 
tive in cases of subcutaneous gangrene, but not in 
deep gangrene. In the latter he recommends ampu- 
tation. DELBET emphasized the importance of 
exposing the wound to the air. LENoRMANY said 
he had never seen hydrogen peroxide arrest a case 
of progressive gangrene, and that, moreover, it is 
very painful to the patient. A. Goss. 


Wepfer, A.: Intravenous Isopral-Ether Anzsthesia 
in Military Surgery (Die intravenése Isopral- 
Aethernarkose in der Kriegschirurgie). Beitr. 3. 
klin. Chir., 1915, xcvii, 1. 


_ Wepfer describes the technique of this form of 
intravenous anesthesia. The complicated ap- 
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paratus described by Kiimmel is not necessary. 
Three graduated flasks can be used provided with 
tubes that can be shut off at will. The first vessel 
contains physiological salt solution at 42° C., and 
the second a solution of 1.5 gm. isopral in 100 
gm. lukewarm physiological salt solution. As the 
isopral is very volatile it should be prepared fresh 
each time from isopral tablets. The third vessel 
contains a mixture of ether and salt solution at 28° 
C. It must be no warmer or the ether collects above 
the salt solution and so is unused. Venesection is 
performed under novocaine infiltration, the needle 
being introduced into the median vein or into one 
of the veins of the leg. First the isopral is run in 
very slowly. If it is allowed to run too quickly 
there will be cyanosis and disturbances of respira- 
tion. When 70 to 90 ccm. of the solution, sufficient 
for one anesthesia, has run in, the isopral tube is 
closed and the ether solution run in until the 
desired degree of anesthesia is attained. The de- 
gree of anesthesia is tested as in inhalation an- 
esthesia by the corneal reflex. In order to keep 
the anesthesia at the desired point the ether is 
shut off from time to time and salt solution injected. 
The respiration should be watched carefully; it is 
somewhat more subject to disturbances than in 
inhalation anesthesia. If there is any difficulty 
all that is necessary is to shut off the ether and use 
salt solution until normal breathing is restored. 
Wepfer used this method of anesthesia in two 
cases of severe gunshot fracture of the humerus and 
in one of the femur. In one of the cases he could 
not secure an anesthetist, so he administered it him- 
self. After the patient was anesthetized, he allowed 
the salt solution to run in and went ahead with the 
amputation. This disproves the general opinion 
that this is a complicated and difficult method of 
anesthesia. The patients awake from the an- 
zesthesia feeling fresh and well, and there is no vomit- 
ing. It can be used on patients who are in 
extremely bad condition and not able to bear in- 
halation anesthesia. In such cases it is an ideal 
anesthetic and should be more widely used in 
military surgery, where desperate cases are fre- 
quent. If carried out with care it offers no more 
danger than inhalation anesthesia. A. Goss. 


Crile, G. W.: Notes on Military Surgery. Ann. 
Surg., Phila., 1915, xii, 1. 

Crile describes his observations and experiences at 
the American Ambulance. He is full of praise for 
the sympathy and achievements of the self-sacri- 
ficing American men and women in charge. The 
hospital is under the War Department of France. 
It has a capacity of 450 beds, 150 of which constitute 
a university service under Joseph A. Blake of New 
York. Harvard University, the University of 


Pennsylvania, the University of Chicago, Western 
Reserve University and other universities have 
given assistance in money and personnel with the 
hope that American surgeons would become familiar 
with military surgery and help disseminate knowl- 
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edge of this branch of surgery, and incidentally 
prepare for eventualities in our own country. 

The heads of wards and departments are pro- 
fessional nurses, assisted by volunteer auxiliary 
nurses among whom are artists, authors, actresses, 
and society ladies, who are spoken of as devoted to 
their work. 

The orderlies are volunteers, assisted by students, 
artists, authors, and noblemen. One of these artists 
seems to have had time to mount in gold the missiles 
extracted from the wounded. 

Crile is hopeful that the research work of the 
laboratories of Sir Almroth Wright and his staff at 
Boulogne and that of Alexis Carrel under the aus- 
pices of the Rockefeller Institute at Campiegne will 
yet develop useful methods of wound treatment in 
war. The Wright laboratory has already pointed 
out the shortcomings of dry dressings, and the 
efficiency of ‘‘warm moist dressings, immersion in 
hypertonic solutions of potassium citrate and sodium 
chloride and in severe knee or thigh injuries, the 
immersion of the patient in a bath.” In the uni- 
versity division of the American Ambulance the 
open-air treatment of wounds, exposure to electric 
light, hot packs, immersion in hot water, free in- 
cision, good drainage, and physiologic rest were 
practised with success. 

Gas gangrene. No specific treatment has been 
found for this fatal form of infection. Some favor 
the continuous oxygen infusion in the tissues beyond 
the infected area. Prompt amputation, leaving the 
stump wide open, and applying hydrogen peroxide 
yield favorable results in some cases; while free 
incisions and the actual cautery are resorted to by 
some surgeons. 

Shock and exhaustion. As might well be expected 
in such a war, shock and exhaustion kill great num- 
bers of soldiers. The emotional strain is especially 
great in men fighting in trenches but 50 yards apart. 
The strain reaches its maximum in those men who 
are wounded and lying in the zone of fire beyond 
rescue for many hours in the area between the first 
line of trenches of the opposing sides. Now that 
the troops are made up of seasoned soldiers the 
effects of emotional strain is not so deep or common, 
but in the earlier part of the war men were known to 
perish from emotional strain alone. Nervous sys- 
tems break down where no injury has been inflicted 
and, as has been touched upon by military surgeons 
in the past, there are innumerable examples of pro- 
found shock and death from trivial wounds. The 
difficulties of treating shock are specially empha- 
sized, as for instance at times when the relief corps 
are overwhelmed by the sudden appearance of 
thousands of wounded it is difficult to find assistants 
to even administer a drink of water. Under such 
stress shock is best treated by morphia. 

Head injuries. These injuries are treated with 
difficulty as a result no doubt of infected head- 
wounds. Secondary changes such as abscess and 
epilepsy are common. 

One of the excellent outcomes of the war has been 
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the practice of oral surgery by artful dentists in 
transplanting teeth, fashioning dental splints, and 
in bridge work. 

Chest. Penetrating shrapnel and shell wounds 
nearly all end in empyema while rifle bullet wounds, 
as already reported from other wars, observe the 
same happy results in quick convalescence and re- 
turn to duty. 

Abdomen. Immediate operation from gunshot 
wounds of the abdomen which is the rule of treat- 
ment in civil practice, has ended disastrously in this 
war as it has in all previous wars. Cases of unexpect- 
ed recovery, as already noted in military practice, 
were occasionally observed. Pelvic wounds involv- 
ing shattering of adjoining bones were usually fatal 
after prolonged efforts at treatment. 

Extremities. The experience in the World War is 
bringing to the attention of civilian surgeons the 
conditions which often compel military surgeons to 
amputate limbs in active campaign. High com- 
pound fractures of the femur with shattering call 
for the keenest judgment as to amputation, in view 
of the physical condition of the patient, the chances 
of transportation to a base hospital, the time to be 
spent in transit, the dangers of gas infection, etc. 
The same questions are apt to be debated in injuries 
to the leg below the knee, although in these the 
difficulties of transport are not so great. 

The article is accompanied by a good illustration 
of the Balkan splint for fractures of the long bones. 
It is cheap and simple, and can easily be made by 
anyone. It dispenses with coaptation splints and 
bandages. In this splint the leg or arm is slung in 
a sling which is suspended from an overhead pole 
running from the foot to the head of the bed and 
fixed to two upright pieces. The usual method of 
making extension and counterextension is used in 
connection with the Balkan splint by raising the 
foot of the bed and fastening the pully of the exten- 
sion apparatus to the upright at the foot of the bed. 

As might be expected, bone-plating for the treat- 
ment of fractures by gunshot is used but little. 

Repair of infected compound comminuted frac- 
tures. Crile expresses renewed faith in the recupera- 
tion powers of Nature after seeing the unfailing 
repair of badly shattered fractures in long bones. 
We might state that military surgeons have per- 
sistently called attention to Nature’s power to heal 
and to bridge wide gaps in the continuity of the long 
bones. It was so in wars in pre-antiseptic times and 
it is more so now that we can combat suppuration 
in and about the seat of fracture. Except for the 
emergency reasons that often compel military sur- 
geons to amputate, conservation should be practiced 
whenever the nature of the injury lends hope of a 
useful limb. Under favorable environment amputa- 
tion should never be contemplated except in the case 
of hopeless destruction of soft parts including the 
principal vessels and nerves of the limb. 

In conclusion, Crile refers to the load that was 
suddenly thrust upon the medical departments of 
the armies involved at the commencement of the 
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war. The rule of furnishing armies a ratio of 
seven-tenths of one per cent or even one per cent of 
medical officers as an effective force proved inade- 
quate and the number was a bagatelle as compared 
to the number actually required. In the beginning 
of the war when hundreds of thousands of wounded 
were suddenly flung here and there, there was much 
confusion. ‘The army surgeons were fully occupied 
with administrative work which took all their time. 
Civilian surgeons of ability in clinical work had to 
take up the treatment of the sick and wounded and 
this they did nobly. To those of us who have had 
experience in active field work the lesson to be 
learned from this and all great wars is that civilized 
nations should ungrudgingly provide their armies 
with a liberal allowance of medical officers in time 
of peace in order that they may be properly trained 
for field service in war. If the medical officers seem 
to be too numerous and out of proportion to the 
number in other staff corps, the extra expense to 
which the nation is subjected will be outbalanced by 
the number of lives saved and millions of dollars 
saved annually in the way of pensions. We can 
excuse a heavy toll in life and suffering when it is 
due to the inevitable fortunes of war, but not when 
it arises from parsimony and neglect. 
Lours A. LA GARDE. 


Rothe, von: Surgery in a Military Hospital (Chir- 
urgie im Kriegslazarett). Beitr. z. klin. Chir., 1915, 
xcvi, 181. 


Rothe thinks too much emphasis has been laid on 
the saying that war surgery is not peace surgery, 
and that war surgery must be conservative. These 
sayings may do harm by being wrongly interpreted. 


He points out some of the grave difficulties of | 


military surgery; the buildings that have to be used 
for hospitals often are provided with neither light 
nor running water; water has to be heated on stoves, 
needed supplies are often not available, trained 
assistance cannot be counted on, and the time and 
attention cannot be given to each individual case 
that is thought necessary in civil practice. In spite 
of all these facts, however, war surgery is peace 
surgery, but must adapt itself to changed conditions. 
To say that war surgery is conservative must not be 
interpreted as meaning that the surgeon must do 
nothing. The most extensive incision is sometimes 
conservative in that it saves a limb from amputation. 
It is just as great a mistake to leave all projectiles 
untouched and let the right time for removing them 
pass by as it is to remove them all in a routine way 
without definite indications. 

Operations on the different parts of the body are 
discussed, and insofar as general rules can be given 
for the treatment of certain conditions they are set 
forth. In gunshot injuries of the skull, grazing 
shots and those in which it can be seen from the 
relative position of the entrance and exit wounds 
that the projectile has passed near the surface of the 
skull are treated by laying bare the bone between 
the wounds and searching for splintering of the bone 
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and depression whether there is fever and high 
pressure or not. If there is neither splintering nor 
depression, further treatment is expectant. In 
cases where the bullet has penetrated the brain, 
whether it has passed out or lodged, a réntgen photo- 
graph should be taken. If the bullet has lodged 
there should be no operation if there is no fever. 
Indications for operation are: increasing cerebral 
pressure or persistent high fever. 

In gunshot injuries of the lungs the principles are: 
rest in bed and expectant treatment. Only if there 
are threatening symptoms of compression, should 
there be early, partial evacuation of an extensive 
effusion; otherwise partial evacuation after 10 days. 
If there is effusion with high temperature it must not 
be forgotten that the latter may be caused by a 
puncture. Rib resection should be performed only 
when empyema of an abscess is demonstrated, if 
there is not already complete pneumothorax. If a 
shot goes through both thorax and abdomen, the 
treatment is the same unless there are pronounced 
abdominal symptoms. 

In gunshot injuries of the abdomen in civil life 
laparotomy should be performed as soon as possible. 
This rule does not hold good in war surgery for it is 
impossible to get the patients where they can be 
operated upon aseptically soon enough. The best 
time for operation has passed before operation is 
possible, so the surgeon must wait until sufficient 
adhesions are formed to shut the injured intestine 
off from the peritoneal cavity. But if there is per- 
foration, operation should be performed anyway, for 
otherwise these cases are absolutely fatal, and even 
if only a few are saved it justifies surgical inter- 
ference. 

The principles of treatment followed in injuries 
of the urinary tract are as follows: (1) If there is 
continuous internal hemorrhage, operate at once. 
(2) If there is injury of the kidney without this 
symptom, expectant treatment should be used. 
(3) In injury of the bladder permanent catheteriza-. 
tion is necessary. (4) If it is suspected that the 
prostate also is mutilated, if the catheter becomes 
clogged, or if, in spite of the catheter, there is high 
fever, operation with formation of a vesicoperineal 
fistula, or high section, or possibly both are indi- 
cated. 

In injury of any of the three body cavities a funda- 
mental condition for success is absolute rest and no 
transportation before the sixth to the tenth day. 

In injuries of the spinal column immediate fixa- 
tion is of the greatest importance. When possible 
a réntgen picture should be taken. If bone splinters 
or projectiles are shown in the picture the injured 
point should be laid bare and the foreign body 
extracted. This is in contrast with the advice of 
most authors, but Rothe has had excellent results. 
If the cord is only contused expectant treatment is 
in order. Infected wounds should be opened and 
drained. The patients should not be transported 
till the eighth or tenth day. 

Injuries of the limbs constitute the majority of 
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war injuries. The greater part of them are in- 
fected. Incision should be made parallel to the 
muscle-fibers and the canal of the projectile drained. 
There should be complete fixation of fractures as 
soon as possible. ‘The author has devoted special 
attention to learning to apply plaster casts rapidly; 
in fractures of the femur a cast can be applied from 
the foot to the pelvis in ten minutes. There are 
very few amputations in proportion to the number 
of injuries of the extremities. Amputation is per- 
formed only if there is such extensive destruction of 
bone and soft parts that restoration of continuity 
is hopeless — this rarely occurs — in gangrene from 
injury of vessels or too firm bandaging, and in 
severe progressive infections, such as tetanus and 
gas phlegmon. 

He emphasizes the importance of having the best 
means of transportation, and giving the strictest 
care to the first dressing of the wound. A. Goss. 


Goebel: Mistakes in Military Surgery and How to 
Avoid Them (Aerztliche Fehler bei Ausiibung der 
Kriegschirurgie und ihre Vermeidung). Mdinchen. 
med. Wchnschr., 1915, \xii, 829. 


There is a great deal of carelessness in carrying out 
asepsis. Many surgeons rely too much upon rubber 
gloves. They put on a pair of sterilized gloves 
and then do all sorts of things, such as removing 
dressings from infected wounds and opening doors; 
after each act they wash their hands in a bichloride 
solution that has been used over and over. It 
would be much better not to depend on sterilized 
gloves or hands at all, and handle everything with 
sterilized forceps. This saves the hands also. 
When the dressings are too voluminous to be re- 
moved entirely with forceps a nurse should be called 
to remove the outer ones. ‘The part of the dressing 
next to the wound should never be touched with 
the hand. Gloves are often ruined by not having 
enough powder put in them before they are ster- 
ilized. The best way is to draw the glove over a 
well-powdered lisle glove before sterilizing, and leave 
the lisle glove in it until it is ready to put on. No 
impermeable material should ever be used for a 
dressing. When moist dressings are used care 
should be taken to see that they are not too wet. 
When a dressing is applied circularly it may con- 
strict the limb after it becomes soaked with blood. 
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Another mistake that is often made is to im- 
mobilize healthy joints; for instance, in a wound of 
one finger all the fingers may be immobilized. 
Ankylosis has been produced in many uninjured 
joints in this way. If the femur is fractured of 
course the hip, knee, and ankle have to be im- 
mobilized, and incidentally, the immobilization of 
the ankle is often neglected; in a fracture of the 
leg, the knee and ankle must be immobilized, but 
in fracture of the femur the shoulder should be left 
free to some extent. In fracture of the forearm the 
arm should be immobilized in supination. 

Too little attention is paid to immobilizing joints 
in the position that will be best for their function- 
ing later. Slight dorsal flexion is much better than 
extension for the wrist, or even volar flexion. The 
elbow should be flexed at a slightly acute angle; the 
shoulder should be kept in abduction. The ten- 
dency of the thigh to rotate outward is seldom 
sufficiently considered. The ankle should be kept 
at a right angle. 

Plaster casts are very useful, but they should 
always be fenestrated to provide for dressing the 
wound. A glass or cup fastened over the site of the 
wound is an aid in making a fenestrated cast. 
Many surgeons do not use heavy enough weights in 
extension for fractured femur. Goebel advises a 
weight of over 20 pounds, and says that the foot 
of the bed should be raised 15 cm. higher than the 
head. Care should be taken to keep the patient 
from sinking too deep into the mattress. Extension 
should be applied in a position of semiflexion. Ac- 
tive and passive movements of the joints are often 
neglected. If the surgeon cannot find time for them 
he should instruct a nurse in carrying them out. 
Baths and hot-air apparatus should be more gen- 
erally used. Slight chloroform anesthesia should 
be given when dressings are very painful. In- 
juries of the jaw should be sent to a specialist as 
quickly as possible. In the way of prophylaxis 
antitetanus serum should always be given, especially 
when the soldiers have been fighting in a wooded 
region, and urotropine should be given in all cases 
of brain injuries, to prevent meningitis. Autopsies 


should be performed more frequently — just as 
often as time can possibly be found for them, for 
every autopsy gives some information of future 
A. Goss. 


value. 
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EXPERIENCES OF GERMAN SURGEONS IN THE FIELD‘! 
By COLONEL LOUIS A. LAGARDE, Mepicat Corps, U.S.A., RETIRED 


HE following notes are taken from the report 

of the annual meeting of the Deutsche Gesell- 

schaft fiir Chirugie, which was held in Brussels, 
April 7, 1915. 

GarrE stated that the arrest of haemorrhage 
should be effected by tampons or the bleeding vessels 
seized by hemostats covered with bandage, and 
permanent ligature applied later. The use of 
elastic bandages should be avoided as much as 
possible since they are not under the control of the 
surgeon at alltimes. The coagulability of the blood 
is best increased by intravenous injections of a 
7.5 per cent solution of iodium chloride. Loss of 
blood is best combated by autotransfusion, plus 
the use of stimulants. The blood-pressure sinks 
after saline transfusion very rapidly and otherwise 
impairs the vitality of the much exhausted patients, 
causing death at times. All skull wounds including 
tangential traumata should be trephined, large 
openings being avoided. Small trephine openings 
are also indicated in intracranial hematomata; 
ligature of the middle meningeal is not always called 
for in the latter. 

Severe emphysema is treated by multiple incisions 
when it cannot be arrested at its source; trache- 
otomy is seldom required for wounds located in the 
mediastinum, neck, and lungs. A large dose of 
morphine acts very well to tide the patient through 
the critical stage of the more severe cases of surgical 
emphysema. Severe hemothorax is best treated 
by rest and morphine. Dyspnoea and other pressure 
symptoms in chest wounds are best relieved by 
puncture. Gunshot wounds of the abdomen were 
operated upon only when facilities for operation 
were at hand before the expiration of 12 hours. The 
earlier the operation the greater is the percentage of 
recoveries. 

Operation is specially indicated in wounds of 
the stomach and intestines, and those indicating 
the continuance of hemorrhage. Wounds of the 
intestines call for a median incision; perfora- 
tions should be closed, resections practiced when 
necessary, and the entire intestinal tube should 
be carefully examined. Wounds of the urinary 
tract and perineum were best treated by simple 
puncture of the bladder with a cannula to cm. in 
length, the size of a knitting needle, which was left 
in place when occasion required. This mode of 
relief eliminated external urethrotomy, a difficult 
operation in the field. Infiltration of urine was 
treated in the usual way by free incisions. 


SHELL WOUNDS 


The chemical injury to the tissues, the presence 
of foreign matter, and the retraction of severed 
muscles which serves to aspirate dirt and other ex- 
traneous matter into the wound, make shell wounds 


difficult to treat. Pockets made by the low velocity 
of primary and secondary missiles contain devital- 
ized tissues which favor the development of pyogenic 
bacteria. Suppurations of all kinds including gas 
bacillus, gangrene, and tetanus are prone to occur 
in such wounds. The best treatment is thorough 
exploration of all pockets with gloved finger, trim- 
ming the wound, establishing free drainage, and wash- 
ing with mild antiseptics. These mutilated wounds 
are best treated at the front by conservation. Am- 
putation, if necessary, should be deferred to an 
opportune time at a well equipped dressing station. 
The shock of amputation only adds to existing 
shock and increases the mortality in such cases. 
Injuries to the cranium and abdomen should be 
assigned to the skillful surgeon. 


FIRST AID AT THE WEST AND EAST FRONTS 


FRIEDRICH insists that the choice of treatment 
depends on the question of transport which differs 
materially at the two ends of the line. At the east 
front transport is unsatisfactory. At dressing 
stations the treatment includes first-aid dressings, 
fixation of fractures, and arrest of hemorrhage by 
hemostats rather than by ligature. There is 
great difficulty in reaching the wounded due to the 
firefromtheenemy. In field hospitals, amputations 
exarticulations, and formal ligature of vessels 
are performed. Shell wounds are attended with 
suppuration, and experience shows that better 


- results are obtained by prompt amputation than 


by conservation. Amputation for phlegmon does 
better after circular incision than after flaps are 
made. Dressings should be removed promptly on 
arrival at field hospitals to detect commencing 
phlegmon. 


SEVERE HA MORRHAGE FROM WOUNDS 


The experience of 178 surgeons with regard to 
hemorrhage from wounds was related by REHN 
in brief as follows: Severe hemorrhage is infrequent. 
Shell wounds conduce to hemorrhage more than 
rifle, ball, and shrapnel projectile wounds. Of 421 
severe cases of hemorrhage about 50 per cent re- 
quired ligation. The order of frequency of arterial 
wounds was brachial, femoral, radial. In the 
field hospitals ligatures were applied in 72 out of 188 
cases of hemorrhage, the point of election having 
been selected in 22 cases. Much harm was done 
in the early part of the war by the application of 
improvised tourniquets, such as straps, belts, etc., 
to arrest hemorrhage, by soldiers in cases which 
did not require constriction and in others in which 
pressure was too long continued. Wounded men 
having tourniquets in place should have some dis- 
tinguishing mark to arrest the attention of the 
surgeons while in transit to the rear. 


1 Berl. klin. Wehnschr., tors, May 24. 
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TETANUS AND GAS GANGRENE 

KwtmmELt places the irequency of tetanus at 0.6 
to 0.65 among the wounded in the region of the 
Aisne in which the soil is badly contaminated. In 
350 recorded cases the mortality was as high as 70 
per cent. Cases at the front were more fatal than 
those noted at the rear. Out of 125 cases in a 
Hamburg hospital the mortality was but 25 per cent. 
The latter were lighter cases, with longer incubation 
periods. In August and September the disease 
became frequent, with a short incubation period 
and a maximum mortality of 1oo per cent. In 
October the frequency of the disease declined, and 
it practically disappeared between November 
and January. Dysphasia was an early symptom. 
As already reported, prophylactic treatment was 
very satisfactory. When possible, serum injections 
of 20 units were administered to every wounded 
man in the trenches. In Hamburg the practice 
of giving large doses of serum combined with old 
salvarsan yielded good results. Serum injections 
although given in large doses seldom proved of 
benefit after the onset of symptoms. Magnesium 
sulphate relieved painful spasm, as also did mor- 
phine, chloral, and scopolamine in large doses. 

Gas gangrene is attributed to Frinkel’s bacillus. 
Early diagnosis is of the greatest importance. The 
skin acquires a coppery color, with swelling and 
emphysematous crackling on pressure. The dis- 
charge contains gas bubbles. Life and limb are 
often saved by early treatment consisting of free 
incisions and application of hydrogen peroxide to 
the open wound. When gangrene has already su- 
pervened the only treatment is by amputation, 
employing either flaps or sutures. Kiimmell does 
not favor excision of wounded tissues early in all 
cases to prevent the development of gangrene and 
tetanus, a procedure which often hampers the un- 
complicated recovery of many cases. A rise in 
temperature is indication for opening up a wound 
and removing lodged missiles. In the discussion of 
Kiimmell’s paper it was pointed out that infection 
from the bacillus aérogenes capsulatus develops 
within four days after the injury; the infection 
develops five times more frequently in the lower 
limbs than in the upper. The blood is not infected 
with bacteria, except in fatal cases when the causa- 
tive agent is readily found by staining in the blood 
of the heart. 

WOUNDS OF THE CHEST 

SAUERBRUCH found the proportion of chest 
wounds to all others to be about 27 per cent, ex- 
clusive of the cases which died on the battle field, 
the latter representing 30 per cent of all chest 
wounds. 

Borst found the prognosis of chest wounds favor- 
able under complete rest and morphine. The 
usual mortality was about 12 per cent. In cases 
with foreign bodies carried in the chest, such as 
fragments of ribs or missiles, the mortality reached 
24 per cent. The treatment of infected hemo- 
thorax was by repeated aspiration after which the 
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temperature drops. Resection of rib was not con- 
sidered necessary. When the chest was penetrated 
in the axilla in the region of the seventh and ninth 
ribs, whether by bullet or shell fragment, the ab- 
dominal cavity was usually involved and all such 
cases required operation. He has seen 82 such 
cases with 72 deaths in a field hospital. By op- 
erating promptly in this class he was able to save 
10 out of 14 cases which came under his care. 

Borcuarp makes it a rule to withdraw effused 
blood from the pleura as soon as pressure symptoms 
are no longer necessary to stay hemorrhage. Trans- 
port should be delayed in all chest wounds. A 
wound of the lung is apt to become infected as 
late as two weeks after injury by disturbance in 
transport. Sixty per cent of deaths from chest 
wounds may be ascribed to infection, and 5 per cent 
to hemorrhage. 


WOUNDS OF THE SKULL 


Gunshot wounds of the skull at close range were 
fatal in the majority of cases immediately after the 
receipt of the injury or during transport. Nearly 
all the cases observed were inflicted by bullets of 
low velocity. When the entrance and exit wounds 
were small the rule was to apply an antiseptic dress- 
ing; and when the exit wound was large the wound 
was explored, pieces of loose bone and foreign matter 
were removed, the surface of the brain was sponged, 
and a tampon was applied. In the absence of 
good facilities for operating the author favors con- 
servatism in the management of these cases. He 
had 18 recoveries in as many severe penctrating 
wounds of the skull when treated by cleansing and 
sterile dressings. Necropsy invariably showed the 
presence of infection from the lack of proper surgical 
care. Removal of lodged missiles is favored when 
properly located by the réntgen rays, as retention 
of the missiles favors development of infection. 
The most common wounds requiring treatment are 
tangential shots delivered at close range. In 
these cases there is extensive fracture of the brittle 
inner table and a tendency to drive spicules of bone 
into the brain substance with resulting suppuration 
and its after-effects, such as paralyses, pressure 
symptoms, etc. The furrow made by the bullet 
is exposed, all detached pieces of bone removed, 
and a loose dressing subsequently applied. A word 
of caution is given to beware of apparently trivial 
skull wounds, such as those occurring from ricochet- 
ing or low velocity shots. These may only inflict 
an indentation on the skull with no apparent injury 
within. Nevertheless, cerebral symptoms are apt 
to arise in such cases, and as soon as they do the 
bone and dura should be exposed and search made 
for the point of pressure. 


WOUNDS OF THE ABDOMEN 
K6rTeE’s remarks on war wounds of the abdomen 
are of special interest: The prognosis of all operated 
cases is very much influenced by the length of time 
which elapses between the receipt of injury and the 
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operation. The prognosis is very bad after 12 
hours, especially if the patient has been transported 
over rough roads meanwhile. Of the 312 cases 
reported but 2 were inflicted by bayonet, the re- 
mainder were by bullets. Two hundred and 
seventy-four of these cases reached hospital care 
alive, and 38 died. Out of the 274 cases reaching 
the hospital, 121 recovered and 146 died; the result 
in the remainder is not given. In 17 severe cases 
with protrusion of the intestine or omentum op- 
erative relief was practiced in every case with only 
two recoveries. Of 257 cases admitted to the hos- 
pital from the sixth to the eighth day and treated 
expectantly the mortality was 51 per cent and 
recoveries 47 per cent. In 10 cases subjected to 
secondary laparotomy for prolapse of the omentum 
or abscess, 6 died and 4 recovered. Necropsies 
demonstrated that in a number of the cases pre- 
viously operated upon, perforations of the intestines 
and other organs had been overlooked. ‘There is 
much diversity of opinion among German surgeons 
as to the merits of operative and conservative treat- 
ment of abdominal wounds. Recently there seems 
to be a greater tendency in favor of operation. 

Rorrer, whose operative experience had been 
unfavorable, recorded 6 consecutive recoveries 
after operation under favorable conditions. In 
cases in which intestinal perforations are present, 
he considers operation is indicated within 12 hours 
if the patient has not been disturbed by transport 
for any great distance, and when the condition of 
the patient and the environments are generally 
favorable. 

SCHMIEDEN gave his experience which was con- 
fined to trench warfare entirely. The prognosis in 
gunshots of the abdomen was worse than that ob- 
served in wounds of the chest and skull. The belief 
that the intestinal mucosa forms a plug to close the 
perforated gut he believes is hardly tenable. Such 
a condition might have been obtained in wounds 
inflicted by the Japanese bullet, but it is not true 
of the abdominal wounds with the present arma- 
ment. When abdominal wounds recover now, the 
intestines and stomach have very likely escaped 
injury. Transport cannot be avoided and conserva- 
tive treatment cannot be satisfactorily carried out. 
Laparotomy is permissible within 12 hours when the 
patient’s condition is favorable and when facilities 
for operation are good. In 198 cases it was esti- 
mated that the gastro-intestinal tract had been 
perforated in 157 cases. Of 58 laparotomies death 
occurred in 37 cases; 16 recovered; the outcome in 
the remaining 5 cases is unknown. Of 94 cases 
treated conservatively but 4 recovered. He esti- 
mates that abdominal wounds uncomplicated by 
intestinal perforation recover in 50 per cent of the 
cases. Wounds of the liver with large external 
wounds should not be closed. Free drainage 
favors escape of damaged liver substance and pre- 
vents retention abscesses. 

FRIEDRICH spoke of the mortality from abdominal 
wounds at a first dressing station, a field hospital, 


INTERNATIONAL ABSTRACT OF SURGERY 


and a home hospital. In 33 patients at the dressing 
station the mortality was 44 per cent in the first 24 
hours, and 85 per cent at the end of 2 days from the 
time the injury was received. Only 5 of the original 
33 patients survived. Thirty-four cases were 
treated on conservative lines at a field hospital, 
with a mortality of 32 per cent. Forty-eight were 
treated at a home hospital, with a mortality of 38 
per cent. 


OPERATIONS FOR ABDOMINAL. WOUNDS 

ENDERLEN reported 30 recoveries out of 85 
laparotomies for gunshot wounds from bullets, 
shrapnel, and shell fragments. Three cases necessi- 
tating resection of part of the intestine were saved. 
In 5 cases in which the points of entry and exit of 
the bullet indicated perforation of the intestinal 
area, no lesion of the intestine was found and there 
was recovery in every case. In cases operated 
upon in the early part of the war from 18 to 24 hours 
after the injury, he found purulent peritonitis but 
no adhesions of abdominal organs, nor mucous plugs 
in the intestinal perforations. Death followed in 
all cases of prolapse of abdominal organs. 

SAUERBRUCH is a firm believer in laparotomy for 
gunshot injury. He saved 23 out of 54 cases 
operated upon. 


IMMOBILIZATION BY PLASTER OF PARIS 


GOLDAMMER advises against the use of plaster of 
Paris for fracture at the extreme front. He thinks 
it is safer to use it at points on the line where pa- 
tients can be under constant observation. Up to 
such a time the surgeon should be satisfied with more 
simple means of fixation. 


SURGERY OF BLOOD-VESSELS 

BreER reported 102 operations for aneurisms. 
Recently 28 arteriovenous aneurisms were observed 
out of 33 aneurisms of the femoral artery. Varicose 
aneurisms were rare. Of the 102 aneurisms under 
consideration the length of time preceding operation 
was from eight days to five months. The aneurism 
generally develops early after the receipt of injury, 
and less frequently much later. In all cases the 
sac is dissected out after the artery has been 
thoroughly exposed. Unless the last precaution is 
observed much of the artery is sacrificed in dissecting 
the sac, so that arterial suture is unsatisfactory. 
Suture was performed in 74 of the 102 cases. Op- 
eration for arteriovenous aneurisms was more 
difficult. Thorough preliminary dissection was 
especially indicated in such cases; venous trans- 
plantation was unnecessary and superfluous. Mom- 
burg’s method of inducing anemia of the limb was 
employed. Sepsis contra-indicates suture of blood- 
vessels as it promotes danger of secondary hemor- 
rhage later. Suture of smaller arteries is not 
recommended as they are better treated by simple 
ligature. Eight of his 102 cases died, 4 of the deaths 


occurring among 9 cases of aneurism of the sub- 
clavian artery. 
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Hutchins, H. T.: Limitations of the Radical Op- 
eration for Cervical Cancer of the Uterus. 
Boston M. & S.J., 1915, clxxiii, 97. 


The author states that he thoroughly believes 
in the radical operation for cancer in the early cases, 
but makes a plea for better selection of the cases 
in which it is attempted. 

The necessity of early diagnosis is generally known, 
but as many physicians are lazy or careless this 
doctrine should be continually preached. ‘There is 
no scarcity of surgeons capable of performing the 
radical operation, but there is a great difference 
of opinion as to what cases are suitable for this 
operation. 

When a radical operation is attempted and all 
the growth is not removed, the patient’s condition 
is frequently worse than before operation, from 
vesical, rectal, or ureteral fistula. An exploratory 
laparotomy is frequently necessary to determine 
what cases are suitable for the radical operation. 

If the base of the bladder is involved, if the 
rectum is involved, if the growth extends laterally 
to the wall of the pelvis and surrounds the ureter, 
and if the iliac glands are involved, only a minimum 
of these cases will be cured by radical operation and 
a large number will be left in a hopeless condition. 

In these cases, Hutchins advises ligation of both 
internal iliacs, with thorough cauterization of the 
mass with slow heat after the technique of Percy. 
The cauterization may be repeated if necessary. 

Hutchins has the following to say in conclusion: 

“The campaign for the early examination and 
diagnosis of cancer must be continued with vigor 
and the radical operation performed on all such 
cases, but in the cases where the early diagnosis has 
not been made, and those form a large group at 
present, let us adopt measures which give the 
maximum of relief and comfort for the remainder 
of life and the minimum of mutilation, rather than 
carry the radical procedures to such unfortunate, 
unfruitful, and unsurgical extremes. If we cannot 
do good let us not do harm and thus bring discredit 
on radical surgery and attempt to ease our con- 
sciences by the plain falsehood that ‘we have 
given the patient her only chance.’ ” 

S. A. CHALFANT. 


Cobb, F.: The Surgical Treatment of Cancer of the 
Cervix Uteri. Boston M. & S.J., 1915, clxxiii, 85. 


Cobb reviews a series of 420 cases of cancer of 
the uterus treated at the Massachusetts General 
Hospital from 1900 to 1914 inclusive. During this 
period he performed extensive hysterectomy 42 times 


in 98 personal cases with an average mortality of 
12.5 per cent. By extensive hysterectomy the 
author means the Wertheim abdominal hysterec- 
tomy plus certain modifications of his own. He 
devised a new technique for removal of the vagina 
and rectum when these organs were involved; the 
internal iliac arteries were tied as a step in the 
palliative operation, and the lymph-glands were re- 
moved when enlarged to sight or palpation. Dur- 
ing the last six months the method of Percy has 
been followed in the use of the cautery. Cobb was 
able to trace all of his cases and of the 116 patients 
surviving various kinds of hysterectomy by his 
associates, all but 10 were traced. The need of 
educating the public and profession to early recogni- 
tion of uterine cancer was emphasized by the high 
percentage of inoperability. Of the Massachusetts 
General Hospital cases, 4 refused operation, 63 
were totally inoperable, 201 could have only a 
palliative operation—an operability of 36.1 per 
cent. 

Cobb states that the advanced cases are too often 
neglected and believes that ligation of the ovarian 
and internal iliac arteries is a valuable means of 
stopping pain and hemorrhage in these advanced 
cases. Previous to becoming familiar with the 
method of Percy he had been ligating the internal 
iliac arteries and then using the curette to remove 
diseased tissue and charring with the cherry-red 
cautery iron. Including the cases done by the 
Percy method, he has ligated the internal iliac 
arteries 23 times with no immediate mortality. 
Cobb believes that Percy’s method is the one of 
choice in borderline and advanced cases and that the 
moderately advanced cases which in the past 
have been operated upon radically, should have the 
Percy method used first and an abdominal hysterec- 
tomy done later. 

Regarding the decision as to which cases should 
receive radical operation, the author states that 
while such cases as have the entire pelvis filled with a 
hard mass and the vagina markedly involved must 
be considered inoperable, there are numerous cases. 
in which no bimanual examination with or without 
anesthesia can positively determine that it is in- 
operable because fixation of the uterus and indurated 
masses in the pelvis are not infrequently due to in- 
flammatory lesions. In such cases an exploratory 
laparotomy is necessary to settle the question of 
radical operation and since the Percy treatment 
requires opening the abdomen, the case if inoperable 
is ready for his treatment. After opening the 
abdomen, the peritoneum should be split and the 
great vessels laid bare. If large nodes are felt 
in the sacral chain the radical operation is inad. 
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visable. Moderate involvement of the iliac and 
obturator groups does not countra-indicate ex- 
tended hysterectomy. 

Analysis of all cases of cancer of the uterus, both 
of the cervix and body, at the Massachusetts 
General Hospital from 1900 to 1914 inclusive: 


Refused operation ........ 


Palliative operations 


264 came too late. 

Analysis of the radical (Wertheim) hysterectomies 
at the Massachusetts General Hospital from 1g00 
to 1914 inclusive: 

‘0 


Operated on over 5 years agO 
Alive and free from recurrence over 5 years........ 
Alive and free from recurrence over 3 years........ 12 


Analysis of personal cases of Dr. Cobb at the 


Massachusetts General Hospital from tgo00 to 

1914 inclusive: 


Operated on over 5 years ago eee 
Alive and free from recurrence over 5 years......... 
Alive and free from recurrence over 3 years......... 


W. H. Cary. 


6 
5 or 83% 
10 


Anspach, B. M.: The Treatment of Advanced Car- 
cinoma of the Cervix with Radium. Am. J. 
Obst., N. Y., 1915, Ixxii, 97. 


The author gives a brief history of the five cases 
he has treated with radium, all of which are still 
under observation and all but one recent, and gives 
the following conclusions: 

1. Treatment by radium must be reserved for 
those cases of carcinoma of the cervix in which 
removal by operation is out of the question. Ra- 
dium will cure an undetermined percentage of 
the inoperable cases, and give the stricken people 
formerly condemned to die a new hope. 

2. The therapeutic effect of radium is probably 
analogous to the therapeutic effect of the X-ray. 
Only radium can be placed directly in the diseased 
tissue overcoming some of the mechanical, diffi- 
culties of X-ray treatment for these cases. 

3. With few exceptions, up to the present time 
radium has not been properly used. It must be 
exhibited in massive doses, and the case must 
be kept under observation until the local subjective 
and objective symptoms have disappeared. 

4. Inorder to avoid deception in regard to radium 
treatment of all sorts, the collection of radium 
should be limited to hospitals and public institutions, 
and the existence of all radium supplies should be 
registered in the Department of Public Health. 

C. H. Davis. 
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Massey, G. B.: Two New Electrical Methods. Am. 


J. Obst., N. Y., 1915, Lxxii, 56. 

Some twenty years ago the author began to use 
a unipolar method for the ionic destruction of car- 
cinoma of the cervix, with the patient under a 
general anesthetic. He has found the following 
changes necessary: 

1. The inclusion of both poles within the edges 
of the growth, the negative as a single electrode in 
the center and the positive as multiple points in the 
periphery, thus absolutely controlling the spread 
and _ depth of the action save for the slight amount 
of power that curved outward. 

2. The abandonment of mercury and the use of 
more slender zinc instruments, thus increasing the 
ionic destruction per unit of current and avoiding 
the brittleness and clumsiness of mercury-coated 
instruments. 

3. In carcinoma of the cervix, the division of the 
treatment into several applications, separated only 
by the time necessary for the separation of the 
sloughs produced, a time varying from six to eighteen 
days. This latter change allows the operator to 
judge quite accurately as to the effects of the pre- 
vious application and to gauge subsequent applica- 
tions more intelligently. 

Assuming that sagging and displacements of the 
hollow viscera of the abdomen is partially due to 
lack of muscular tone, it is evident that repeated 
electrical stimulation of the structures will be 
valuable and at times curative. While the idea 
is not new there have been difficulties in its applica- 
tion for three reasons: (1) Faradic currents have 
been used instead of galvanic. (2) The electrode 
skin contacts have not been made sufficiently per- 
fect with moist kaolin or clay pads to get enough 
current through for the work. (3) This muscle 
power, so to speak, has not been pumped into pa- 
tients for sufficiently long periods to obtain the best 
results, without fatigue on the part of the operator. 

The author advises a sinusoidal reversal of the 
galvanic current, slowly made, as the most effective — 
in visceral ptoses and the abdominal form of 
neurasthenia. C. H. Davis. 


Newcomet, W. S.: Uterine Carcinoma Treated by 
Radium. JN. Y. M.J., 1915, cii, 10. 

The author refers first to the fact that a certain 
number of carcinomata of the uterus are more or less 
symptomless until they have gone past any opera- 
tive stage. 

The author bases his discussion upon deductions 
from some 50 cases of advanced carcinoma. As 
these patients were all in the advanced stage of 
the disease, past any operative procedure, it would 
be impossible to give an absolutely correct list of 
ultimate results. 

He divides his cases into the following divisions: 
(1) patients who left while under treatment; (2) 
those still under treatment; (3) those who died 
either while under treatment or shortly afterward; 
(4) unimproved (left the institution and have been 
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lost sight of), no doubt most of them have 
died; (5) improved; (6) greatly improved (where the 
disease process disappeared and was not detectable 
upon local examination). 

He details some of the more interesting cases, and 
states that radium did not seem to have such special 
influence upon any one case that it required a 
distinctive classification. 

No doubt the temporary improvement is, in 
most instances, due to the recuperation of the system 
because the bleeding has been temporarily abated. 
Even where there is little local improvement, 
hemorrhage and discharge are often lessened. 

Fever, due to the absorption of these toxic pro- 
ducts, is lessened and temporary improvement is 
noted. This gives rise to a general feeling of well 
being, and the patient believes that the growth of 
the disease has been checked. 

In many instances where radium was used, pain 
was relieved. Still there was a large proportion of 
cases in which it failed to have any influence what- 
ever, and furthermore, some patients complained 
of increased pain after the applications, this too in 
some in which it had a marked beneficial effect. 

A number of patients showed a decided increase 
in mental excitement, loss of sleep, and in three in- 
stances developed what might be recognized as 
acute mania. 


The amount of radium used in each case was from’ 


10 to 40 mg. element contained in small tubes, and 
these surrounded with aluminum and lead, de- 
pending upon the condition of the tissues. Gauze 
was then placed about the metal, and this in turn 
covered by a rubber, celluloid, or glass tube. After 
the applicator was completed, it was placed within 
the vagina (rarely within the uterus) for three, four, 
or even eight hours daily, every other day, or even 
at longer intervals to suit the demands of the in- 
dividual case. D. C. BaLrour. 


Percy, J. F.: Inoperable Uterine Carcinoma; a 
Method of Applying Heat in Its Treatment. 
Boston M. & S. J., 1915, clxxiii, 93. 


The author’s treatment is based upon the lab- 
oratory evidence that carcinoma cells cannot be 
successfully transplanted after they have been 
exposed to a temperature of 113° F. (45° C.) for ten 
minutes. He insists that it is not a cautery opera- 
tion, as high degrees of heat carbonize the tissues 
and prevent penetration. 

The abdomen is opened and the extent of the 
growth determined. The intestines are packed off 
with a large piece of baby flannel wrung out in 
a 2 per cent solution of sodium citrate in normal 
salt solution, to prevent adhesions. The internal 
iliac and ovarian arteries are ligated and the mass 
grasped in the hand. Then through a water-cooled 
vaginal speculum the heated iron is introduced 
through the vaginal or cervical mass to the fundus of 
the uterus and held there until everything abnormal 
is too hot to hold in the hand covered with a medium- 
weight rubber glove; this treatment is continued in 


other directions until all the fixed carcinomatous 
tissues are freely movable. 

Percy has operated upon 50 per cent of his cases 
two or more times and on two of them five times. 
He advises after-treatment by X-ray with the 
Coolidge tube, but is not sure that a later radical 
operation is advisable. S. A. CHALFANT. 


Pfahler, G. E.: R6ntgenotherapy in Uterine Fi- 
broids and Uterine Hemorrhage. Am. J. 
Obst., N. Y., 1915, Ixxii, 79. 


The author was one of the first to use réntgen 
rays in the treatment of uterine fibroids, and bases 
his paper upon nine years’ experience and a total 
of 46 malignant cases treated in that time. 

He gives the following indications for treatment 
of hemorrhages due to myomata: (1) all cases of 
myomata in older women in whom there is already 
a well-advanced anemia, which may be the cause of 
an anemic heart; (2) all elderly and young women 
with myomata in whom there is marked organic 
heart-disease, diabetes mellitus, chronic nephritis, 
marked lung disease and goiter with cardiac symp- 
toms; (3) all patients beyond the age of 40, in whom 
there is no contra-indication to the treatment. In 
general the older the patient and the nearer she has 
approached the menopause the more prompt and 
satisfactory will be the result. Under 40 it is not 
the treatment of choice, but good results can be ob- 
tained, though the younger the patient the more 
treatment will be required. 

The contra-indications are: (1) all cases of myo- 
mata in which the tumor is pedunculated, or which 
can be excised without destroying the reproductive 
powers of the patient; (2) fibroids that have under- 
gone malignant degeneration or that have become 
gangrenous; (3) fibroids associated with disease of 
the adnexa; (4) fibromata which are producing such 
marked symptoms that the patient is endangered 
more by waiting two or three months for the results 
of the réntgenotheraphy, than by the result of an 
operation. 

The author points out that with the improved 
technique worked out by Gauss hemorrhage has 
been controlled in practically every case, and even 
with the smaller dosage has returned in only three 
or four per cent of the cases. In his own experience 
75 per cent of the tumors have disappeared. While 
a study of the published reports show that a few 
malignant tumors have been discovered during the 
course of the treatment, there are no reports of 
malignant disease having developed in over 1,500 
cases which were treated at least long enough to 
have been placed on record. Should complications 
arise during the course of the treatment there is 
nothing to prevent an immediate operation. Be- 
cause of the control of the hemorrhage the patient’s 
condition will be better and she will be better able 
to stand the operation. 

He draws the following conclusions: 

1. Réntgenotheraphy must be looked upon as a 
very efficient adjunct to the gynecologist’s armamen- 
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tarium, and while he believes that the rays should 
be applied by the réntgenologist, the réntgenologist 
should work with the gynecologist. 

2. Deep réntgenotheraphy stops the hemorrhage 
associated with uterine fibroids. This is followed 
by the gradual disappearance of the tumor. This 
atrophic change may extend over several years and 
continues long after the cessation of treatment. 

3. The treatment of metropathic treatment is 
almost. uniformly successful. 

4. Uterine hemorrhage occurring at the meno- 
pause, when not malignant, will usually respond 
very quickly. 

Some good results can be obtained in inoperable 
carcinoma, and the deep rays should be used in 
all cases operated upon for carcinoma. 

C. H. Davis. 


Ashby, T. A.: A Clinical Study of Uterine Haemor- 
rhage. Old Dominion J., 1915, xxi, 21. 


The author believes that the borderline between 
the physiological and the pathological function of 
menstruation is often so narrow that much con- 
fusion exists and the clinician is left in doubt as to 
the proper consideration of the condition. From 
the clinical point of view, there are many indefinite 
symptoms relative to excessive uterine bleeding 
that do not receive proper attention and thus the 
doorway is opened to ill health and the way paved 
for the development of serious organic diseases. 

Usually the causes of excessive uterine bleeding 
are not difficult to determine if the physician would 
only take the trouble and time to investigate the 
existing symptoms. A physical condition will 
almost always be found to explain the symptoms. 

The most important points from the author’s 
study of uterine hemorrhage are: 

1. Uterine hemorrhage is much more common 
than is generally supposed. 

2. It is a cause of impaired health in many 
women, and more frequently in the childbearing 
than in the non-childbearing. 

3. In the vast majority of cases it is the initial 
symptom of uterine neoplasms and of cancer of 
the uterus. 

4. Excessive flow of blood at the menstrual 
period should be investigated and the cause deter- 
mined. 

5. An early diagnosis of the cause of any abnor- 
mal uterine bleeding is of the utmost importance. 

Harvey B. MAttTHEws. 


Lange, S.: A Preliminary Report of the X-Ray 
Treatment of Menorrhagia and Uterine Fi- 
broids. Lancet-Clin., 1915, cxiv, 59. 


In Lange’s series of 20 cases, 8 were treated for 
menorrhagia, 7 for fibroids of the uterus, and 5 for 
dysmenorrhoea. 

The patients treated for menorrhagia varied in 
age from 19 to 47 years. All were chronic cases and 
all had been curetted several times without benefit. 
Several were very weak from blood loss. Treat- 
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ment was administered as a rule once a week. The 
greatest number of treatments given in any case 
was eight. In 7 patients the bleeding was stopped 
and an artificial menopause established. Such a 
result was secured in a girl of 19. Many of the 
patients had a temporary increase of flow during the 
first few treatments. Where the menopause was 
not desired, the menorrhagia was controlled without 
complete cessation of the periods. 

Lange considers the X-ray treatment to be futile 
or indeed countra-indicated in the pedunculated 
submucous type of fibroids. The 7 cases of his 
series were the intramural or subserous type. The 
menopause was established in 6 patients. The 
size of the tumor mass was reduced in every in- 
stance, the reduction varying from 30 to 70 per 
cent. ‘This he believes to be due to the direct action 
of the rays upon the tumor mass. 

The Coolidge tube was used exclusively in treat- 
ing these cases, and with proper technique Lange 
concludes that the menopause may be brought 
about in any patient irrespective of age, and in 
properly selected cases is of extreme clinical value. 

W. H. Cary. 


MacNaughton-Jones, H.: Sterility in Women. 
Practitioner, Lond., 1915, Xcv, 10. 


Sterility is frequently the cause of unhappiness 
and neurasthenia. When a patient complains of 
neurasthenic symptoms it is often difficult to 
determine that sterility is the underlying cause. 

In the absence of gross congenital anomalies of 
the genitalia, the husband’s responsibility must be 
determined. The author gives the technique of 
Hiihner for examining the spermatozoa both be- 
fore and after contact with the acid vaginal secre- 
tion. 

-Examination of the wife must include the men- 
strual history, previous state of health, and employ- 
ment. For the physical examination an anesthetic 
may be necessary. The condition of the clitoris, 
hymen, vaginal walls, cervix, uterus, and adnexa 
must be determined. A very acid vaginal secretion 
may be corrected by an alkaline douche. Stenosis 
of the cervix may require a Dudley or Reynold’s 
operation. Gonorrhcea is a frequent cause of 
sterility and requires careful examination and 
energetic treatment. 

The prognosis as to the cure of the sterility must 
always be guarded and all operative treatment 
scrupulously aseptic, as a slight infection may cause 
sufficient damage to prevent conception, or a 
trifling operation on the uterus light up dormant 
infection of the adnexe. S. A. CHALFANT. 


Powell, C.: Congenital Absence of Vagina and 
Uterus. Denver M. Times, 1915, xxxiv, 471. 


Powell reports a case of congenital absence of 
the vagina and uterus in a girl 17 years of age. 
Her personal and family history were negative. She 


had never menstruated, but regularly every twenty- 
eight days she experienced pain in the thighs and 
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back and a dull heavy sensation lasting five or six 
days. She had previously been examined by 
another physician who had found no vaginal open- 
ing. A dissection had been done upward in the 
direction of the vagina until a point was reached 
near the uterine cervix: She had menstruated once 
since that time, but the opening had gradually 
closed. 

Upon examination under anesthesia, Powell 
found a normal labia and urethra, and scar tissue 
between the labia, but no vaginal opening. Rectal 
examination failed to disclose any evidence of 
either cervix or uterus although ovaries were easily 
palpated. A careful dissection was done between 
the urethra and rectum upward for a distance of 
about three inches, but this failed to show any 
evidence of a cervix. This opening was dilated 
so as to admit a plug about two inches in diameter. 
The abdomen was then opened and two large and 
apparently normal ovaries and tubes were found, 
but careful search failed to reveal a uterus. An 
artificial vagina was then made, a portion of re- 
sected small bowel being used after the method of 
Baldwin. The opening thus made remained patent 
under after-care, and the patient made an unevent- 
ful recovery. H. G. Garwoop. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Hellman, A. M.: Ovarian Fibroids; Report of Six 
Cases. Surg., Gynec. & Obst., 1915, xx, 692. 


The author reports in detail 6 cases of this con- 
dition, being all the cases of this nature among 
4,500 specimens collected in the last ten years in 
the pathological laboratory of the Charité Frauen- 
klinik in Berlin. The literature of the subject is 
completely reviewed. 

The 6 specimens were studied in detail, one 
small tumor having been cut serially without 
discovering the anatomical origin of the growth. 
Photographs and colored microscopic drawings 
accompany the work. The author arrives at the 
following conclusions: 

The pathological etiology is still obscure and 
unsettled. The anatomical origin is variable. 
The symptoms are those of a tumor of the adnexa, 
and the diagnosis of fibroid can only be made at the 
operating table. In fact only after the tumor has 
been sectioned and studied microscopically can 
one feel sure that the ovarian tumor is not a myoma 
or sarcoma or not of epithelial origin. The treat- 
ment is operation. The prognosis is good. The 
tumors can best be classified as fibroma with and 
without ovarian rests. The pathology is variable 
from very small to very large. The tumors are 
as a rule hard and irregular but may be cystic. 
They may undergo many forms of degeneration, 
of which fatty degeneration is more common than 
usually noted. To call a given ovarian tumor a 
fibroma there must be a definite regularity of the 
individual fibrous or muscular cells and strands 
despite all other irregularities. The fibers are as a 


rule short and spindle-shaped, the nucleus is slightly 
bent or pointed and the protoplasm only slightly 
surrounds the nucleus. 


Ries, E.: Primary Syncytioma of the Ovary. Am. 
J. Obst., N. Y., 1915, \xxii, 46. 


The author reports a case in which on account 
of the local findings and the rapid growth of 
the tumor a diagnosis of a probable malignant 
tumor of the right ovary was made and operation 
performed. 

The ovarian tumor was round and the size of a 
child’s head. On halving it, the cut surface was seen 
to be mottled red and brown. The tumor was al- 
most entirely solid, but had a few small cysts which 
were filled with serous fluid. It had a thin capsule 
which could easily be stripped in places. 

The uterus contained, in addition to the large 
fibroid in the left horn, several small fibroids (six). 
The left ovary was very small, and consisted of 
two parts, which were almost completely separated. 
One part was a calcified corpus luteum, the rest 
was a small senile ovary. The left tube was in 
dense adhesions, but not occluded. 

Microscopic examination showed that the thin 
capsule of the tumor consisted of parallel connec- 
tive-tissue fibers between which there was consider- 
able edema. A number of blood-vessels were seen 
in this connective tissue, most of which were filled 
with fresh blood. The capsule sent a few thin 
strands of connective tissue into the substance of 
the tumor, but they were very slender and were 
lost almost immediately below the surface; the 
center of the tumor consisted entirely of tumor 
elements without any normal structures. 

The connective tissue of the capsule was inlaid 
in parts with tumor elements in more or less solid 
masses, in other parts the connective-tissue fibers 
separated and left open spaces of various dimensions. 
The open spaces were lined with tumor elements. 
The centers of these spaces were occupied either by 
degenerated or by actively growing tumor elements, 
or by fresh or degenerated red blood-cells and fibrin, 
or by combinations of all of these. 

The tumor elements consisted in most cases of 
protoplasmic masses not divided into individual 
cells and containing large numbers of nuclei. The 
protoplasm stained more or less dark with hama- 
toxylin and the nuclei stained even darker. The 
nuclei were large and showed distinct nucleoli in 
varying numbers. The protoplasmic masses formed 
many bizarre shapes, ribbons, garlands, arches, or 
appeared vacuolated. They occupied large areas 
and dominated the microscopic appearance of 
the tumor. Light cells with distinct cell outlines 
and lightly stained nuclei (Langhan’s cells) were 
present here and there among the syncytial masses 
but were in the minority. The syncytial masses 
showed degeneration in many areas. 

From the above microscopic findings the author 
made a diagnosis of syncytioma malignum or chorio- 
epithelioma malignum of the ovary. He gives 
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in abstract 6 similar cases which he found in the 
literature of the past few years, and discusses the 
possible origin of this tumor. C. H. Davis. 


Freund, H.: Delivery After Conservative Ovari- 
otomy (Geburt nach konservativer Ovariotomie). 
Zentralbl. f. Gyndk., 1915, Xxxix, 523. 


In a former contribution, Freund described his 
method of ovariotomy, which had as its object the 
preservation of any normal bit of ovarian stroma so 
that pregnancy might take place. He describes 
here a case of bilateral ovarian cyst in a young 
woman of 22. The left ovary was entirely removed. 
The right was transformed into a cyst as large as a 
fist. ‘The cyst was split open and a piece of ovarian 
tissue with normal follicles was found not far from 
the insertion of the pedicle into the wall of the 
tumor. The cyst was cut away from this normal 
bit of ovary and was left intact. Ten months later 
the woman became pregnant and was delivered at 
termof ahealthychild. His method of splitting open 
the cyst and examining the walls, he holds, is the 
only way of quickly finding any normal ovarian 
tissue. The normal part is not necessarily near the 
insertion of the pedicle, as some authors claim. 
This case which he cites was a cyst of the hilum and 
the remnant of ovarian tissue was at the pole of the 
tumor directly opposite the tube. A. Goss. 


Fitzgibbon, G.: A Case of Tuberculous Salpingitis 
with Unusual Toxic Symptoms. Med. Press & 
Circ., 1915, cl, 565. 

The patient at first presented symptoms of eye 
distress associated with fatigue and rheumatic 
pains in the eye, arm, and knee and was treated for 
rheumatism as well as for the eye condition. This 
form of treatment failed to relieve the patient and 
upon examination the author made a diagnosis of 
tuberculous salpingitis. Upon performing a lapar- 
otomy, he found both tubes enlarged to about the 
size of hens’ eggs and there were dense adhesions 
involving both bladder and rectum. ‘The entire 
mass was removed and the patient made an uninter- 
rupted recovery; from the third day after the 
operation, pains in the arm and leg completely dis- 
appeared and sight was improving. 

Fitzgibbon is of the opinion that the symptoms 
in the case were due to the action of the toxins 
formed in the pelvis, the most serious effect being 
upon the eyes, tending to produce total loss of 
vision, while the pains in the limbs were probably 
neuritic and due to the same cause. 

W. D. 


Nair, B. P.: The Organisms Which Cause Infection 
in the Female Pelvis and Their Paths of En- 
trance. Clinique, Chicago, 1915, xxxvi, 353. 


The author gives a very short review of the work 
that has been done on the bacteriology and the 
micro-organisms of the female external genitals 
with a few words regarding their mode of entrance 
and their pathogenicity. 
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The following conclusions are reached as to the 
variety and modes of entrance of the micro- 
organisms into the female pelvic structures: 

1. Extension of mixed infections from adjacent 
tissues or through the blood and lymph channels. 

2. Extension of a gonorrhoeal infection of the 
urethra and Skene’s glands to the cervix, uterus, 
tubes, and peritoneum. 

3. Infections due to constitutional diseases; 
e.g., tuberculosis and syphilis. 

4. Infections associated with acute fevers. 

5. Infections associated with aphthe or thrush 
(odium albicans). 

6. Infections due to the bacillus aérogenes 
capsulatus, which enters through the vagina and 
cervix. 

7. Infections due to bilharzia hamatobia, which 
is endemic in Africa. 

8. Infections due to the echinococcus, which may 
have entered through an abrasion of a mucous 
surface or may be secondary to a focus in some re- 
mote organ; e.g., the liver. Harvey B. MaTrHews. 


Bandler, S. W.: Danger Signals of Cancer of the 
Female Pelvic Organs. Internat. J. Surg., 1915, 
XXvili, 237. 

Regarding malignant disease of the female pelvic 
organs, the author calls attention to the following 
facts: 

1. Pain is a very late symptom of cancer of the 
female pelvic organs. 

2. The most important early symptoms are 
abnormal menstruation and persistent leucorrhoea 
— often of foul odor. 

3. A serous, thin, watery or blood-tinged vaginal 
discharge or bleeding after coitus or recurrence of 
bleeding after a varying period of the menopause 
should at once excite suspicion of malignancy. 

4. Pure sarcomatous growths of the uterus are 
extremely rare and sarcoma changes in fibromyo- 
mata of the uterus rarely show symptoms any 
different from simple fibromyomata. 

5. Solid tumors of the ovary are usually malig- 
nant. Only a few cystic tumors of the ovary are 
malignant. 

6. Cervical polyps have a tendency to malig- 
nancy, beginning usually at their bases; conse- 
quently every cervical polyp must be examined 
microscopically. 

7. All suspected cases of malignancy should have 
a diagnostic curettage or excision of enough cervical 
or other tissue for microscopical examination. 

8. Early diagnosis is absolutely the only hope 
in malignant disease of the female pelvic organs. 

Harvey B. MatrHews. 


EXTERNAL GENITALIA 


Outerbridge, G. W.: Sweat-Gland Tumors of the 
Vulva. Am. J. Obst., N. Y., 1915, lxxii, 32. 


The author reports the case of an unmarried 
woman, 39 years old, who had for many years had 
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a small, freely movable, painless tumor in the ex- 
treme anterior portion of the right labium majus, 
just to the right of the clitoris. As it had recently 
become ulcerated it was removed by means of the 
cautery. 

On section through the middle of the specimen it 
was found to be made up of a nodule of yellowish- 
white, fairly firm tissue, with a slight amount of 
softening in the center. The microscopic sections 
showed that the tumor consisted primarily of in- 
numerable irregular acini and papilla, the acinar 
characteristics being more marked in the peripheral 
portions, the papillary in the central. In one 
portion the tumor tissue was separated from the 
surrounding corium by a narrow epithelium-lined 
cleft, suggesting the formation of the papillary 
masses in a cystic cavity, but for the most part the 
tumor acini were in direct contact with the sur- 
rounding fibrous corium. The individual acini 
were separated, for the most part, by exceedingly 
delicate connective-tissue septa, though in places 
these were somewhat thicker and carried small blood- 
vessels. 

The author gives in abstract 11 cases he has col- 
lected from the literature, and makes the following 
summary: 

Of recent years there has come to be recognized 
a fairly definite group of tumors of the vulva, 
usually involving the labia majora, and believed to 
originate from the sweat-glands. The tumors are 
small, rarely exceeding a centimeter in diameter, 
slow-growing, painless, and present few clinical 
symptoms. They may be single or multiple, uni- 
lateral or bilateral. On microscopic examination, 
they present a papillary cystadenomatous structure, 
in which certain characteristics of the finer anatomy 
of normal sweat-glands are reproduced. Both 
histologically and clinically, the tumors of this class 
so far reported appear to have been benign, al- 
though the possibility of recurrence after removal, or 
of carcinomatous degeneration, must not be lost 
sight of. C. H. Davis. 


MISCELLANEOUS 


Chase, W. B.: Radium in Gynecological Practice. 
Am. J. Obst., N. Y., 1915, |xxii, go. 


For ten years, in treating cancer of the cervix, 
the author has used the high thermocautery op- 
eration —and destroyed the endometrium by 
burning the body, followed by radium. From his 
experience he believes that it is the most efficient 
method of treatment for inoperable cases. He 
believes that panhysterectomy should be performed 
unless metastasis has rendered it futile. 


After reviewing the results of various writers, and 
giving a brief history of a few cases he has treated, 
he concludes as follows: Particular emphasis 
should be given to prophylactic and post-operative 
radiation. Its analgesic influence in affording 
palliation and sometimes a controlling influence 
over pain with avoidance of perturbing opiates, is 
one of the most precious properties, although al- 
most unknown and little appreciated. Insistence 
on the utility of cross-firing frequently by burying 
radium in malignant growths has too long been 
neglected. 

The author believes that too little attention has 
been given to the general health and the hygienic 
surroundings of the patient. Finally, as in surgery, 
so in radium, disappointments are and must be 
encountered, and caution should be exercised in 
making promises as to results. C. H. Davis. 


Clark, W. L.: The Uses of Desiccation Surgery in 
Gynecology. Am. J. Obst., N. Y., 1915, lxxii, 63. 


The author has used desiccation in his practice 
for seven years and advises it for the following 
conditions: 

Curatively: venereal warts, leukokeratoses, con- 
dylomata, moles, pigmentations, chanchroids, 
angiomata, pruritus of nervous and eczematous 
origin, urethral caruncle, erosions and_ infected 
glands, lupus, fissures of the vagina and rectum, ero- 
sions of the cervix, hemorrhoids (external and in- 
ternal), localized epitheliomata, and rodent ulcers. 

Palliatively: chancre (influencing the treatment 
and prognosis of lues), advanced epitheliomata of 
the external genitals and adjacent parts, and inoper- 
able carcinoma of the vagina, cervix, bladder, and 
rectum. 

He claims for desiccation the following advan- 
tages: 

Abnormal tissues may be devitalized rapidly and 
the operation is bloodless. It is a precise method, 
the smallest discernible spot may be treated, as 
may a growth covering a large area, and to a depth 
within the limit of safety. The current has anes- 
thetising properties if properly applied, and is 
usually sufficient without other anesthetic. There 
is a devitalizing action on cells of less vitality 
than normal cells, somewhat deeper than the desiccat- 
ed area, the normal cells recovering. The current 
sterilizes the tissue and healing progresses rapidly. 
Channels are sealed, which lessens the likelihood of 
metastasis in cases of malignancy. There is absence 
of contracted cicatrical tissue. The method has 
no disadvantages other than the expense and 
cumbersomeness of necessary apparatus. 

C. H. Davis. 
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PREGNANCY AND ITS COMPLICATIONS 


Kistner, O.: Extraperitoneal Czesarean Section 
for Shoulder Presentation (Extraperitonealer 
Kaiserschnitt wegen  verschleppter Querlage). 
Zentralbl. f. Gyndk., 1915, Xxxix, 539. 


Kiistner describes a case of shoulder presentation 
in a woman of 23; the child was in the dorsoposterior 
position and was so firmly fixed that version was 
impossible. The head was on the right side of the 
fundus, the breech and feet on the left. He per- 
formed extraperitoneal caesarean section, making 
the incision on the left side of the cervix, where 
the child’s feet lay. He took hold of the right 
(lower) foot, but in extraction the left (upper) foot 
struck against the child’s back and made extraction 
so difficult that the child died. Both feet should 
have been grasped and there would have been 
no difficulty in extraction. The mother’s recovery 
was uneventful. 

Kiistner thinks extraperitoneal caesarean section 
is indicated in the few cases of shoulder presentation 
with a living child. Transperitoneal cesarean sec- 
tion is a much more serious operation, for the mother 
and the child’s chances are so poor anyway that it is 
not worth the greater risk to the mother. As the 
incision is in the cervix and the child lies in the 
fundus version is necessary, and this should be by 
both feet to avoid the difficulty encountered in this 
case. A. Goss. 


Orlovius, M.: Functional Testing of the Kidneys 
During Pregnancy to Decide the Question of 
Inducing Abortion (Funktionspriifung erkrankter 
Nieren bei bestehender Schwangerschaft zur Ent- 
scheidung der Frage der kiinstlichen Unterbrechung). 
Zischr. f. Geburtsh. u. Gynik., 1915, \xxvii, 348. 


It is often difficult during pregnancy to decide 
from the clinical symptoms whether a kidney is 
sufficiently diseased to justify inducing an abortion. 
Orlovius suggests a functional test that he has found 
of value in deciding the question, taken in conjunc- 
tion with the clinical signs. He tests the excretion 
of creatinin at 6-hour intervals foraday. ‘Then he 
gives 1.5 gm. creatinin and makes the tests again 
at 6-hour intervals for another day. Then after 
this creatinin is eliminated the tests are again 
made on a third day. Details of his technique and 
the tabulated results in a number of cases are 
given. 

The average amount of creatinin excreted daily 
by a healthy individual is 0.8 to 2.4 gm. He found 
that the average daily excretion in 11 normal 
pregnant women was 1.23 gm. After giving the 
creatinin, if the kidneys are normal it is practically 
all eliminated at the end of two of the 6-hour 


periods; if it is not all eliminated by the end of the 
first 24 hours it is evident the kidney function is 
disordered. The elimination may be regarded as 
complete when the creatinin excretion returns to 
its normal figure. 

The creatinin may be given through the mouth 
or intramuscularly, but Orlovius prefers the latter 
method as more of the creatinin is eliminated through 
the kidneys by this method. Part of it is eliminated 
through the intestines, so no laxatives should be 
given during the test, and if diarrhoea exists it 
should be treated before the tests are given. The 
greater the proportion of creatinin excreted during 
the first 6-hour period the more normal the kidney, 
and the greater the proportion excreted during 
the succeeding periods the more seriously is the 
kidney impaired. If the clinical signs and the 
creatinin test show the kidney seriously affected 
and a second test a week or two weeks later shows 
no improvement, abortion is indicated. The test 
is easy to carry out and neither unpleasant nor 
harmful to the patient. A. Goss. 


LABOR AND ITS COMPLICATIONS 


Williams, J. W.: The Effect of Pubiotomy upon the 
Course of Subsequent Labors. Am. J. Obst., 
N. Y., 1915, Ixxii, 1. 


From an experience with pubiotomy which began 
in 1906 and has continued until the present time 
the author has given a most valuable contribution 
to obstetrical literature. The histories of the labors 
in 20 cases are given in abstract. After discussing 
pubiotomy and its value in various types of con- 
tracted pelves the author draws the following con- 
clusions: 

1. Among 30 labors, which occurred subsequent 
to pubiotomy in 20 individuals, 13 full-term and 
13 premature children were born spontaneously. 

2. In somewhat more than one-third of the cases, 
particularly in funnel pelves, pubiotomy has resulted 
in sufficient enlargement of the pelvis to permit 
subsequent spontanéous labors. 

3. Experience has proved that greater conserva- 
tism is necessary in the employment of pubiotomy, 
which should not be regarded as an elective opera- 
tion except in funnel pelves in young women. 

4. In contractions of the superior strait, the aim 
should be to differentiate the patients into those 
requiring cesarean section at the onset of labor, 
and those in whom a spontaneous outcome may 
reasonably be expected. Pubiotomy should be 
employed in the latter only when the failure of the 
head to engage after a prolonged second stage has 
demonstrated that the prognosis is erroneous. 


544 


OBSTETRICS 545 


5. Pubiotomy does compete with elective cesarean 
section at the onset of labor, but is far safer than con- 
servative cesarean section late in the second stage. 

6. In moderate degrees of contraction of the 
pelvic inlet, the great field for pubiotomy is in pa- 
tients who have not been seen until late in labor, or 
who have been examined by those whose technique 
is questionable. In such cases conservative cesar- 
ean section is too dangerous, so that the choice lies 
between pubiotomy, cesarean section followed by 
removal of the uterus, or craniotomy upon the 
living child. If definite infection is present, pubio- 
tomy is contra-indicated. 

7. In version or breech extraction when there is 
a moderate disproportion, prophylactic laying of 
the Gigli saw adds greatly to the peace of mind of the 
operator, as it enables him to resort promptly to 
pubiotomy if unexpected difficulty is encountered. 

8. The most promising field for pubiotomy is in 
funnel pelves in young women, as it not only permits 
the delivery of a living child, but offers a reasonable 
prospect of permanently enlarging the pelvis, so 
that subsequent labors will end spontaneously. 

g. With proper training in the treatment of labor 
complicated by contracted pelvis, the author be- 
lieves that the induction of premature labor can be 
definitely abandoned. C. H. Davis. 


PUERPERIUM AND ITS COMPLICATIONS 


Warnekros, K.: Prognosis of Puerperal Fever Based 
on Bacteriological and Histological Examina- 
tion (Zur Prognose der puerperalen Fiebersteiger- 
ungen auf Grund bakteriologischer und _histologis- 
cher Untersuchungen). Arch. f.Gynik., 1915, civ, 301, 


In this article of 80 pages Warnekros gives the 
results of bacteriological and histological examina- 
tion in several hundred cases of fever during the 
puerperium and the relation of the results of such 
examination to the course and outcome. 

The results of histological examination and 
examination of the blood for bacteria supplement 
each other in a very valuable way. Repeated 
examinations of the blood should be made in all 
cases of rise of temperature during the puerperium. 
It is well known that some cases are harmless and 
due to intoxication; these are revealed by blood ex- 
amination and moreover the local can be separated 
from the general infections. Examination of the 
blood enables the physician to avoid unnecessary 
operations in cases with favorable prognosis and on 
the other hand to recognize general infections at an 
early stage when there is hope of arresting their 
progress by suitable treatment. A. Goss. 


MISCELLANEOUS 


Thoms, H. K.: A Statistical Study of the Frequency 
of Funnel Pelves; a Description of a New Outlet 
Pelvimeter. Am. J. Obst., N. Y., 1915, Ixxii, 121. 


The author adds 1,785 pelvic measurements to 
the ones already reported by Williams, making a 


total of 4,000 reported from the Johns Hopkins clinic. 
After tabulating the various types of abnormal 
pelves to show the frequency of the various types 
in white and colored patients, and describing the 
manner of measuring the pelvic outlet with his 
modification of the William’s instrument, the 
following summary is given: 

1. The most frequent type of contracted pelvis 
occuring in white women is the funnel pelvis, con- 
stituting 37 per cent of all contracted pelves found 
in the white race. 

2. It is of equal incidence in both the white and 
black races, but owing to the greater frequency of 
the usual types of contracted pelvis in the latter 
race it constitutes but 14.5 per cent of all contracted 
pelves in black women. 

3. Owing to the course the child’s head must 
take in funnel pelvis, we must expect an increase 
in the number and severity of perineal lacerations. 

4. The modified Sim’s posture affords an excellent 
means of increasing temporarily the anterposterior 
diameter of the outlet. 

5. In severe contractions of the outlet pubiotomy 
is the operation of choice, in many instances trans- 
forming the deformed pelvis into one with prac- 
tically normal measurements. 

6. The following may be taken as the average 
measurements of the normal outlet: 


7. The pelvimeter described provides an easy 
and accurate means of determining the diameter 
of the pelvic outlet. C. H. Davis. 


Bohi, P.: Sarcoma of the Placenta (Uber Chorioma 
malignum). Arch. f. Gynik., 1915, civ, 214. 


The new-growths of the placenta that originate 
in the foetal ectoderm, such as chorio-epithelioma, 
syncytioma malignum, and hydatidiform mole, 
have been very thoroughly studied within recent 
years, but those originating in the mesoderm have 
not been so studied, and there is still considerable 
lack of uniformity in the nomenclature. Only a 
few cases of true sarcoma of the placenta have been 
described, but Béhi had two cases within a few 
weeks of one another. 

The first case was a VI-para of 35 who was de- 
livered normally of a child which died in a few days. 
The child was oedematous, the heart-muscle showed 
degenerative changes, and the liver was rudimen- 
tary. The tumor, the size of a small child’s head, 
was fastened to the placenta by a long pedicle. 
Microscopic examination showed pure sarcoma 
tissue. About a year later the patient developed 
signs of pregnancy or tumor, but the uterus was 
curetted and she has been well for a year since. 

The second case was a woman of 27 who was 
delivered of a living and healthy child. Im- 
mediately after the delivery of the placenta a hard, 
oval tumor the size of an egg was discharged. 
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Both women were frail but had no kidney or heart- 
disease; there were no signs of syphilis in mother 
or child in either case. In spite of the fact that both 
tumors showed typical pictures of sarcoma their 
clinical course was benign. ‘This is in marked con- 
trast to chorio-epitheliomata and syncytial tumors. 
Colored plates and illustrations are given showing 
the macroscopic and microscopic appearance of both 
tumors. A. Goss. 


Hymanson, A.: Hemorrhagic Disease in the New- 
born Treated by Horse Serum. N. Y. M. J., 
1915, Ci, 1274. 

After a careful résumé of melana neonatorum and 
the usual drug therapy, Hymanson reports four 
cases treated with horse serum, with three recoveries, 
and one fatality. His conclusions are: 

1. The coagulation time of blood is usually de- 
layed. 

2. It is difficult to obtain human blood serum 
or blood, but fresh horse or rabbit serum is always 
available and serves just as well. 

3. In the newborn where bleeding is not spurious, 
horse serum should be administered early and re- 
peatedly until bleeding ceases. : 

4. Reports of the injurious effects of horse serum 
are greatly exaggerated. H. G. Garwoop. 


Ingraham, C. B., and Chase, P. M.: Observations 
upon the Use of Pituitary Extract in Ob- 
stetrics. Colo. Med., 1915, xii, 190. 


Ingraham and Chase report their observations 
in the use of pituitary extract in 44 obstetrical 
cases. ‘Tetanic pains are more common where there 
is resistance to the descent of the child. The 
effect of the drug lasted from one half to two and 
one half hours. In 37 cases in which the drug was 
given during the first and second stages, there was 
marked effect in 26, slight in 3, none in 8. The 
greatest rise of blood-pressure was 20 mm. Hg. 
In 15 cases the maternal pulse had an average fall 
of seven beats. The foetal heart-beat in 9 cases 
showed an average fall of 11 beats. Of 33 cases 
in which records were kept of the effects on the 
children, 20 were born in excellent condition, 6 
slightly asphyxiated, 5 extremely so; 3 lived but a 
short time, 2 born dead were known to be alive be- 
fore the extract was given. Coils about the neck, 
rapid descent, tetanic contractions, convulsions, 
prematurity in a syphilitic child are given as prob- 
able causes of foetal death. Of 30 cases 7 had ex- 
cessive post-partum bleeding; of these 2 had deep 
cervical tears, 1 excessive distention due to hydram- 
nios. It was used for post-partum hemorrhage in 
two cases, and the author concludes that ergot is 
better. They do not consider it of much benefit 
as a means of inducing labor. It was used for 
therapeutic abortion in 3 cases, but was of practically 


no benefit in the early months. It was used in 2 
cases to maintain uterine contractions during cesar- 
ean section. The most common indication is 
in secondary inertia; with the cervix fully dilated, 
the head low, and no dystocia it is safe. It lessens 
the use of forceps. 

The conclusions are: 

1. It must not be used haphazardly. 

2. Its use is now abused. It is given to hasten 
labor regardless of conditions. 

3. It has indications and when rightly used is a 
valuable obstetrical adjunct. H. G. Garwoon. 


Holzapfel, K.: Points on Obstetrical Operations 
(Betrachtungen zur geburtshilflichen Operations- 
lehre). Zentralbl. f. Gyndk., 1915, Xxxix, 425. 


Holzapfel mentions a number of points that are 
not generally given in textbooks, and though they 
may be regarded as minor matters still they are of 
importance, especially in teaching students. Di- 
rections for movements, for instance, should be 
given according to the direction of the patient’s 
body, not with reference to the position of the 
physician. This should be borne in mind in teach- 
ing the use of forceps. In extracting a breech 
presentation he exerts traction downward and back- 
ward, that is, he pulls directly down on the peri- 
neum. ‘This stretches the perineum gradually and 


makes it easier to extract the head. In all breech © 


and transverse presentations the opposite hand 
should be used. In breech delivery the finger is 
the best instrument; it should be exercised so as to 
make it strong enough. If neither the finger nor an 
oiled rubber tube proves sufficient a hook can be 
used with an oiled rubber tube drawn over it. 

He gives minute directions for protecting the peri- 
neum. If it is very resistant he stretches it with 
his hand and if this fails makes an incision in or near 
the raphé, because this is easier to suture than a 
lateral incision. The incision is made, however, 
only if the sphincter is in danger. Any manipula- 
tion of the head through the rectum is directly op- 
posed to asepsis: Directions are generally given to 
cut the cord after pulsation has stopped; this is 
really of no importance. ‘The essential thing is to 
cut it after the child has cried or breathed freely, 
and during a pain. It is particularly important to 
cut it during a contraction if the child is not breathing 
well. Generally the first pain appears about five 
minutes after the delivery of the child, and this time 
may be utilized to clear the child’s respiratory 
passage of mucous or amniotic fluid. If the child 
gets too much blood from the placenta it may be- 
come jaundiced, but more than the minimum is 
certainly of advantage to it. In the 18 years in 
which the author has practiced the above technique 
he has never had a severe case of jaundice. 

A. Goss. 
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KIDNEY AND URETER 


Kinnear, F. J.: Probable Left Nephrolithiasis with 
Passage of Small Calculi, Some Lodging in the 
Urethra and Causing Urethritis. Urol. & 
Cutan. Rev., 1915, xix, 376. 


The author cites the case of a man, aged 42, with 
a history, five years before admission, of excruciating 
pain in the left side referred to the left testis and the 
head of the penis. There were six recurrences of this 
crisis in four years, each accompanied by passage 
of small particles of gravel. Five months previous 
to consultation the patient noticed difficulty in pass- 
ing urine, requiring fifteen minutes to empty the 
bladder drop by drop, with great frequency and 
pronounced soreness along the urethra, accompanied 
by a purulent discharge containing bacillus coli and 
some pyogenic organism. 

Endoscopy revealed a stricture, with a calculus 
lying behind it, acting as a ball valve. Internal 
urethrotomy was done, 3 drams of olive oil were 
introduced into the urethra, and several stones and 
amorphous masses milked out according to the 
method of L. E. Schmidt. 

The interesting mechanical point is whether the 
first stone coming down from the kidney caused 
the stricture itself by the trauma it offered to the 
urethral wall, or whether it simply lodged behind a 
stricture resulting from a previously denied gonor- 
rhoeal infection. The therapeutic point of note is 
the great ease with which a stone covered with 
spicules could be expressed from the urethra by 
using a small quantity of olive oil as a lubricant. 

H. W. PLAGGEMEYER. 


Noguiera, A.: Giant Calculus of the Renal Pelvis 
and Hypernephroma. Am. J. Urol., 1915, xi, 
261. 


The patient had suffered a fall from a horse 19 
years previous, followed by severe hematuria for four 
days. The hematuria recurred 15 years later. The 
pain was localized to the left iliac fossa. The lumbar 
region on the left side showed a tumor mass the size 
of a fist, hard, smooth, and rounded, which was 
prolonged at its upper end by a smaller, thinner, and 
softer one which was floating and movable with 
each respiration. Functional tests showed the right 
side normal, left side deficient. Radiography 
showed a shadow extending from the eleventh rib 
to the terminal apophysis of the third lumbar 
vertebra. A shadow measured 12 cm. at its vertical 
diameter, 9.5 cm. at its horizontal diameter, and 
the distance between its external outline and median 
line was 4 cm. 

Nephrectomy was performed. In 


the renal 


pelvis there was a tumor the size of an orange, 
smooth and adherent to the lips of the renal sinus 
and enveloping a hard rounded body fixed to its 
coverings. At the upper pole of the kidney, a tu- 
mor the size of an egg proved to be a hypernephroma. 
The calculus filled the enormously distended pelvis. 
It weighed 400 gms. Its longitudinal diameter 
was I1 cm., transverse diameter 7.5 cm., its great- 
est circumfi ‘ence 22 cm. It consisted chiefly of 
urates and calcium oxalates. It presented on its 
internal aspect 4 nipple-like processes correspond- 
ing to the calices. Harry Kraus. 


Morian, R.: Irritation of the Kidney from Novo- 
caine Anesthesia (Nierenreizung nach Novo- 
kainanisthesie). Zentralbl. f. Chir., 1915, xlii, 493. 


Morian has found albuminuria in from 5 to 10 per 
cent of his cases after novocaine anesthesia. The 
amount varied from mere traces up to o.5 per 
thousand. It began generally a few hours after 
the injection and persisted for 48 hours, then dis- 
appeared entirely. Sometimes there were hyaline 
and granular casts in the urine also, and in a few 
cases red and white blood-cells. The amount of 
urine did not seem to be much affected, though 
sometimes it was irregular and sometimes decreased 
in amount. The adult patients had had morphine 
injections before the beginning of the anesthesia, 
but neither morphine nor suprarenin irritates the 
kidneys, so the albuminuria cannot be attributed 
to that. It did not seem to make any difference 
what strength of solution was used or what was the 
site of the injection. 

Most of Morian’s patients suffered from vomiting 
after local anesthesia. Novacaine does not in- 
fluence the blood-pressure, so the albuminuria can- 
not have been due to changes in blood-pressure. In 
1907 Schwarz pointed out the fact that stovaine 
anesthesia was sometimes followed by albuminuria 
as high as 7 per thousand. A. Goss. 


Marzynski, G.: Diagnosis of Horseshoe Kidney 
(Zur Diagnostik der MHufeisenniere). Deutsche 
Zischr. f. Chir., 1915, Cxxxiii, 281. 


From a review of extensive statistics Marzynski 
finds that there is about one case of horseshoe 
kidney in 555 autopsies. But as horseshoe kidney 
is more subject to injury on account of its position 
and on account of being fixed so that it cannot 
move when struck, it is reported more frequently in 
surgical operations. Mayo reports 12 cases in 649 
kidney operations, and Botez reports one horseshoe 
kidney to 715 autopsies and 1 to every 143 opera- 
tions. 

Botez attempted to devise a symptom-complex 
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by which horseshoe kidney could be diagnosed when 
it was not diseased. He proposed the following 
three cardinal symptoms: (1) nervous disturbances, 
neurasthenia, hysteria; (2) digestive disturbances; 
(3) pain in the abdomen on bodily exertion, espe- 
cially when the spinal column is bent, which dis- 
appears when the body is at rest. These symptoms, 
however, are not characteristic enough of the con- 
dition. They are frequently found from other 
causes, especially in gynecological affections. 

By palpation, réntgen photography, introduction 
of catheters containing bismuth into the ureters, and 
by pyelography the following characteristic signs 
of horseshoe kidney can be made out: (1) The 
position of the kidneys is lower down, farther for- 
ward and farther toward the median line than the 
normal kidney. (2) The pelvis is located on the 
anterior wall of the kidney. The ureters are ab- 
normally short and the kidneys converge at the 
lower pole instead of at the upper as in normal 
kidneys. 

A detailed description is given of 7 cases of horse- 
shoe kidney and the importance is emphasized of 
determining whether the connecting bridge is only 
membrane continuous with the kidney capsule or 
whether it contains kidney substance; operation 
being of course much less serious in the former class 
of cases. A. Goss. 


Gray, E. T.: A Case of Pyelonephritis Complicated 
by Adenocarcinoma and Chyluria. Boston 
M, & §. J., 1915, clxxiii, 95. 

The author reports a case of adenocarcinoma 
of the kidney with chyluria. 

The patient, a widow of 74, had had kidney 
trouble 14 years, floating kidney being diagnosed. 
Four years later she had an abscess of the urinary 
tract with a discharge of pus from the bladder for a 
few weeks. Every nine or ten months afterward 
attacks of severe pain in the right lumbar region 
occurred lasting from two to five weeks. 

When seen the patient was suffering severe pain 
in the right side which had begun three weeks be- 
fore. She was cachectic and had a temperature 
of 103°, pulse roo. A large mass filled the right 
abdomen which was very tender on pressure. 

The urine showed albumin, many pus-cells, much 
fat, and a few hyaline casts. X-ray examination 
showed a dense shadow much mottled but without 
definite outline. 

At operation, by Israel’s incision a large amount 
of pus and bloody débris with several stones was 
evacuated. The cavity was irrigated and sutured 
with ample drainage. The patient made a good 
recovery and was able to leave the hospital in 
five weeks with.the wound practically closed. 

Pathological examination of the material removed 
from the abscess cavity showed adenocarcinoma. 

True adenocarcinoma of the kidney is practically 
unknown, but quite frequently in conjunction with 
carcinoma, adenomatous masses are found, and to 
this condition the term adenocarcinoma is given. 
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Chyluria is a peculiar condition of the urine in 
which it presents a milky appearance and contains 
fat. It is usually acid and resembles the urine of 
pyuria but can be distinguished by the microscope 
which shows fat in a fine state of emulsion. Chylu- 
ria is often associated with elephantiasis and 
lymphangiectasis. It may be of parasitic or non- 
parasitic origin. The parasitic or obstructive type 
is due to obstruction of the kidney lymphatics by 
the filaria sanguinis hominis and their rupture and 
discharge of chyle into the kidney. 

The cause in the non-parasitic form is obscure; 
possibly it is a symptom of malignant tumor of the 
kidney. H. G. Hamer. 


Richardson, E. P.: Perinephritic Abscess; a Re- 
view of Cases Operated on at the Massachu- 
setts General Hospital from 1899 to 1913. 
Surg., Gynec. & Obst., 1915, XXi, I. 


The author reviews 59 cases operated on at the 
Massachusetts General Hospital in the 15 years 
from 1899 to 1913, with especial reference to the 
role played by metastatic hematogenous infection 
in the development of perinephritic abscess. 

These cases of perinephritic abscess fall into three 
groups: those due to extension of suppuration from 
structures outside of the perirenal fascia, those 
secondary to disease of the kidney, and those with- 
out obvious source. 

The mortality, 10.2 per cent, was confined 
entirely to the first two groups. The last group, 
those of uncertain origin, showed a predominance 
of the staphylococcus as the causative organism, 
and in three instances perinephric suppuration was 
apparently metastatic from furuncles. 

The following conclusions may be drawn: 

1. The commonest organism, the staphylococcus, 
producing primary perinephritic abscess is also the 
most frequent organism concerned in producing 
focal cortical abscess in the kidney. 

2. Primary perinephritic abscess occasionally 
follows peripheral pus foci due to staphylococcic . 
infection. In’such cases it is reasonable to suppose 
that infection has followed a metastatic hamatoge- 
nous course. 

3. A urine normal on clinical examination does 
not exclude the possibility of cortical renal abscess. 

4. The previous occurrence of a peripheral pus 
focus may be of some importance in the diagnosis 
of continued fever with leucocytosis and lumbar or 
abdominal pain. 


Ricen, L.: The Therapeutic Value of the Cortical 
Substance of the Kidney. Northwest Med., 
IQ15, Vii, 225. 


In an interesting way Ricen opens up the question 
of internal secretion (?) from the kidney. In a 
case of chronic nephritis with acute exacerbation 
with diminishing urine and approaching uremic 
symptoms, he gave 50 grams of the crushed cortical 
substance of beef kidney by mouth. During the 
succeeding twenty-four hours the patient passed 
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43 ounces of urine. The administration was con- 
tinued at increasing intervals until in six weeks the 
patient was able to return to his work. 

He objects to the ordinary diuretics, citing the 
experiments of Fitz, of Boston, working on animals 
in which he had produced uranium nephritis. 
Such diuretics as diuretin and theocin were in- 
variably hurtful in these cases. 

Dieulafoi in 1894 suggested the use of kidney 
cortex. He later produced an extract, nephrin, 
which was injected subcutaneously with gratifying 
success. 

Schiperowitch of St. Petersburg and Gonin of 
Paris report favorably on this experimental work. 

Ricen discusses the modus operandi, referring 
to the work of Rose Bradford, who found that com- 
pletely nephrectomized animals would live for 
days when regularly injected hypodermatically with 
kidney extract. Animals not so treated died in a 
few hours. 

The inference is that an internal secretion exists 
which either neutralizes or converts into less dan- 
gerous forms the toxic substances associated with 
uremia. C. CHARLTON. 


Aynesworth, K. H.: Acute Pyelitis; Its Diagnosis 
and Treatment. Surg., Gynec. & Obst., 1915, xxi, 
123. 

The author states that the colon bacillus is the 
chief organism present in acute pyelitis. He is 
inclined to discredit the theory of ascending, de- 
scending, and hematogenous infection of the kidney 
pelvis and seems to lay more stress upon Weibel’s 
theory of direct lymphatic connection between the 
colon and the kidney. He states that the symp- 
‘tomatology of acute pyelitis is that of a general 
infection associated with frequent urination and 
irritable bladder. Occasionally if the pus is thick 
enough or the swelling great enough to close the 
ureter to these symptoms there are added pains 
in the side, colic, and a sensitive enlarged kidney. 

In regard to treatment, the author maintains that 
dilatation of the ureter with the ureteral catheter 
is the chief factor in producing relief. 

At times he washes the pelvis of the kidney with 
sterile water followed by 10 per cent argyrol, but is 
doubtful as to the value of this procedure. 

He reports five cases of acute pyelitis in great 
detail showing the rapid improvement following 
ureteral catheterization. 

In conclusion he makes the following résumé: 

Pyelitis is a disease which is very frequently not 
diagnosed, due to the fact that the symptoms are 
so often directed to the bladder. There may be 
no localizing symptoms at all to guide one; unless 
the urine be microscopically examined, followed 
by cystoscopy and ureteral catheterization, it is 
possible to overlook the disease. Tenderness and 


pain in the kidney may or may not be present, de- 
pending upon whether or not there is blocking of the 
urinary outflow or whether there is involvement of 
the kidney substance. 
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Treatment should be general and local; general 
treatment should be to secure an acid urine with 
some drug which will eliminate formaldehyde; also, 
massive water drinking must be ordered, especially 
in those patients who have no nephritis; liquid diet is 
best; rest in bed should be insisted upon; and 
last and by all means kidney drainage by the 
ureteral catheter and local applications to the kidney 
pelvis are advised. V. D. LESPINASSE. 


Specklin, P. A.: A Giant Calculus of the Ureter. 
Am. J. Urol., 1915, xi, 270. 

The patient, a male, aged 48, suffered the first 
severe colicky attack twelve years previous. Dur- 
ing the past year the urine had been turbid and 
contained red blood-cells and a large number of 
leucocytes. Cystoscopy showed an oedema around 
a normal ureteral orifice on the right side. The 
left ureter was prolapsing and inflamed; oedema 
bullosum was around the orifice, and contractions 
were visible. Chromocystoscopy showed a normal 
right ureteral orifice. The opening of the left 
ureter showed a puckered crater within which 
there was a stone the size of a pinhead which at 
the beginning of each ureteral contraction was 
pushed forward and then drawn back but remained 
visible in the intervals. X-rays showed a shadow 
in the left parasacral region. Nephrectomy was 
performed. The kidney was enlarged and showed 
cystic degeneration; the pelvis was greatly enlarged 
and contained a calculus weighing 16 gms. The 
ureter was the size of a little finger. The calculus 
weighed 51 gms, and was 12 cm. long. At the end 
which was nearest the bladder was the sharp point 
seen at cystoscopy. About the middle of the con- 
cretion the upper and lower arms were joined by a 
narrow elbow at an angle of 150 to 160°. 

Harry Kraus. 


Ries, E.: A Case of Ectopic Ureter. Lancet-Clin., 
1915, Cxiv, 83. 


The author reviews the case history and em- 
phasizes the important points. From the data ob- 
tained, he decided that no condition except ectopic 
ureter would fit the symptoms and it became evident 
that the patient must present a rare malformation 
in which the ureter had been misplaced congenitally 
in its lower course and opening. The patient, a 
young woman of 19, complained of incontinence 
since birth. On inspection of the external meatus, 
it was found that there was a little pouting fold 
in which was a small opening which exuded clear 
fluid in drops. A probe could be introduced and 
passed between the ureter and vagina without en- 
tering either. Cystoscopy showed the bladder to 
be normal and both meati discharging urine normal 
in amount and clear. A ureteral catheter passed 
on the left side was obstructed about 3 cm. from the 
bladder. The catheter introduced into the ectopic 
ureter would not pass higher than the trigone. The. 
uterus was found enlarged corresponding to a four 
months’ pregnancy. Because of the pregnancy, 
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the author was very careful in his choice of opera- 
tion. By way of a median incision he dissected 
out the ureters on the left side and as suggested 
by Kawasoye, the ureter itself was tied in a double 
knot and a ligature was placed on the free end of the 
ureter below the knot. The incontinence was cured 
at once and the patient made an uneventful re- 
covery. 

The author calls attention to the rarity of these 
cases and the different methods which are used in 
their cure. He reports this case particularly be- 
cause of the diagnosis, which, simple as it is, when 
the points brought out above are remembered, is 
so commonly overlooked that all authors who re- 
port such cases with special reference to the history, 
emphasize the fact that the cases have been treated 
unsuccessfully for years because the correct diagno- 
sis was not made. G. J. Tuomas. 


BLADDER, URETHRA, AND PENIS 


Noguiera, A.: Foreign Bodies in the Bladder; a 
Remarkable Case. Am. J. Urol., 1915, xi, 219. 


A four-year old girl gave a history of polyuria and 
burning urination for six months. Four months 
before examination she had passed a small calculus. 
She was suspected of having a vesical calculus be- 
cause of her symptoms and the presence of pus and 
blood in her urine. A radiograph showed a hair- 
pin, one portion of which was apparently covered 
by a phosphatic incrustation. Suprapubic section 
revealed a hairpin, 5.5 cm. long, embedded in the 
bladder and incrusted with phosphates. It was 
removed. 

The author calls attention to the fact that he has 
been able to find only five cases of foreign bodies 
introduced into the bladder of very young children. 
He believes in these cases that radiography is 
better than cystoscopy for diagnosis, and that 
suprapubic removal is better than attempting re- 
moval per urethrum. B.S. BARRINGER. 


Spitzer, W. M.: Diagnosis and Treatment of 
Papillary or Villous Tumors of the Bladder. 
Colo. Med., 1915, xii, 187. 

Spitzer discusses the diagnosis of tumors of the 
bladder and wisely lays much stress on the fact that 
all such growths are to be regarded with suspicion. 
He decries the all too frequent practice of making a 
diagnosis of the nature of the growth by the ex- 
amination of a piece removed through the operating 
cystoscope. The universal experience is that this 
means of diagnosis is fallacious. Statistics are 
given of the operative mortality of such cases and 
the end-results. The operative mortality varies 
from 4 to 15 per cent, according to the type of 
operation. Recurrences have been found in over 
75 per cent of cases. Most of these are malignant, 
even though the primary growth was of a supposedly 
benign type. Recurrences in the bladder are rare 
at the original tumor site but come in other places. 
The advantages of treatment by the high-frequency 


current are discussed at length. The percentage of 
cures by this method is evidently very high, there 
being about 66 per cent presumably permanent 
cures. 

The author makes a strong plea for the treatment 
of bladder tumor by fulguration and emphasizes its 
advantages in a striking way. 

J. DELLINGER BARNEY. 


Moore, H. A.: Tumors of the Bladder. Urol. & 
Culan, Rev., 1915, xix, 361. 


Moore summarizes his observations on tumors of 
the bladder as follows: A purely benign tumor is of 
rare occurrence. The term non-malignant papillo- 
ma is especially criticized. A certain percentage 
of papillary growths are cancerous from the onset; 
others pursue a slower course and it may be many 
months or even years before malignancy is apparent. 
It is unwise to exclude malignancy in any villous tu- 
mor. In Judd’s series of cases of tumors of the 
bladder, the youngest was under to years, the 
oldest over 80—age being of little consequence ex- 
cept as to frequency, the greater number appearing 
at the average age of 53.1 years. Vesical tumors 
vary greatly in size and location. Papillomata 
are usually seen first about the base of the bladder, 
while the benign growths, especially the myomata, 
are most frequent in the fundus or lateral walls. 

Moore lays the greatest possible stress on hema- 
turia and pain as the symptoms to arouse suspicion 
of bladder tumor; next in order being frequency, 
with pain before or after urination, with bearing- 
down pain which may be referred to the lumbar 
region, down the thighs, or to the glans penis. 
Occasionally a tumor is found high on the bladder 
wall; in which case the above mentioned symptoms 
are not so well marked and the tumor may appear 


‘as any other abdominal or pelvic growth. Con- 


stitutional symptoms depend in a large measure 
upon the amount of bleeding—occasionally true 
cancer cachexia is encountered. Moore advises 
cystoscopic examination with removal of a piece | 
of the growth for microscopical examination, also’ 
routine bimanual examination by rectum or vagina. 
His prognosis is always guarded in malignant con- 
ditions; in the non-malignant it depends upon the 
size, location, and amount of tissues it is necessary 
to sacrifice in their removal. 

He considers the treatment of vesical tumors to 
be surgical; he also favors the fulguration method of 
Beer. His method of operation depends upon the 
general condition of the patient, the size, nature, 
and location of the tumor. The extraperitoneal 
operation is done in tumors high on the bladder 
wall. If the tumor is situated low on the lateral 
walls or about the base, he uses the transperitoneal 
operation if greater exposure is necessary than is 
permitted by the extraperitoneal method. 

His conclusions are: 

1. The great majority of bladder tumors are 
either primarily malignant or undergo early malig- 
nant degeneration. 
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2. Hematuria and pain are the most constant 
symptoms of bladder tumors. 

3. Early surgical intervention is imperative. 

4. In fulguration we have a method of treat- 
ment which in some cases offers possibilities not 
obtained by other surgical methods. 


Squier, J. B.: The Early Diagnosis of Cancer of the 
Bladder. Am. J. Surg., 1915, xxix, 248. 


Squier emphasizes the primary occurrence of pain- 
less hematuria. Cancer of the bladder comprises 
about one-half of the tumors of the bladder. Cysto- 
scopic examination of the bladder has brought 
diagnosis within precise limits. The entire tumor 
should be submitted to histological examination, 
search being made for atypical epithelial nests. 
Philipowicz diagnoses tumors where urethral stric- 
ture precludes cystoscopy by distending with collar- 
gol solution, the latter adhering to the tumor whose 
contour shows on the skiagram. Occasionally 
tuberculous masses present a likeness to neoplasms. 
Simple ulcers are likewise confusing. Some of 
these are shallow, others deep and _ perforating. 
The former respond to fulguration, the latter re- 
quire excision. Bimanual examination is an aid 
to cystoscopy in determining the extent of the 
cancer. L. L. TEN BRoeEcK. 


Beer, E.: Early Recognition of Malignant Disease 
of the Bladder and of the Prostate; Operative 
Therapy. Am. J. Surg., 1915, xxix, 247. 


Beer emphasizes the need of cystoscopy for the 
early recognition of malignancy especially when 
supplemented with microscopic search. The re- 
sults of fulguration also are important; malignant 
tumors not yielding to the same rectal examination 
must not be omitted. Exploratory incision is 
sometimes indicated. About 20 to 25 per cent of 
hypertrophies are malignant; often of slow growth 
and not inclined to spread. Irregularities in 
contour, hard nodules, and periprostatic thickening 
are suspicious signs. Urethrescopically one _rec- 
ognizes the irregularities of adenomata and also a 
peculiar rigidity of this canal. Exploratory in- 
cision may be imperative. 

Operative therapy of the bladder consists in 
radical excision with the cautery. Palliative treat- 
ment consists in nephrostomy; ureterostomy; 
cystostomy; or radium treatment. 

Operative treatment of the prostate consists in 
radical total excision through the perineum or 
total excision by the abdominoperineal route. 

Palliative treatment consists in removal of the 
gland without disturbing the capsule; suprapubic 
cystostomy; and X-ray and radium treatment. 

L. L. Ten Broeck. 


Pedersen, V. C.: Cancer of the Bladder and Kid- 
neys. WN. Y.M./J., 1915, cii, 33. 


The author discusses malignancy of the bladder. 
The pathology of the glandular neoplasms varies 
greatly. The most common growth is the papillo- 
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ma. It may be either pedunculated or sessile, 
single or multiple, benign or malignant, primary or 
secondary. The sessile type is more apt to under- 
go cancerous degeneration. A benign papilloma 
frequently undergoes transition into malignancy. 

Upon inspection, at least two of the following 
four points are needed for diagnosis of malignancy: 
(1) hardness and inelasticity; (2) a high degree of in- 
flammation and irritation of the bladder; (3) multi- 
plication of neoplasms; (4) ulceration, which is a 
later development. 

Among other epithelial neoplasms of the bladder 
may be mentioned ulcerating carcinoma and epithe- 
lioma, which are frequently met, and adenoma and 
myxomafibroma, which are rare. Epithelioma 
originates not as a papilloma but as an epithelial 
manifestation rapidly infiltrating the surrounding 
tissues. Central ulceration follows, due to faulty 
blood supply. Later, fungoid and papilloid offsets, 
resembling degeneration from a papilloma, may 
develop. Adenoma and myxomafibroma are usually 
not suspected until cancerous degneration is ad- 
vanced. 

The foregoing tumors are glandular in type, while 
sarcoma is of the connective tissue. It is infiltrating 
or non-infiltrating, each type being fairly regular in 
outline. It is typical of early life, while carcinoma is 
typical of middle and old age. The most common 
location for all tumors is in the trigone and around 
the ureteral orifices. It is here that a greater 
supply of lymphatics is found. ‘There is closer 
contiguity to adjacent organs, such as the uterus 
in the female, prostate in the male, and the rectum 
in both sexes, for secondary malignancy is not 
infrequent. The base is also nearer to where 
foetal remnants persist. 

The symptomatology in children is indefinite, 
resting upon the effects of the growth itself. In 
extravesical growths there is pressure and obstruc- 
tion from without, followed later by bladder irrita- 
tion, while intravesical growths are characterized by 
irritation first. In both adults and_ children, 
bladder hypertrophy and cystitis produce painful 
dysuria and pollakyuria. Silent hematuria is an 
early symptom, as also is the presence of pus in the 
urine. These two should be traced to their sources. 
In early cases these symptoms are not constant, 
but when they are firmly established it is too late for 
early treatment 

Bimanual examination per rectum or vagina will, 
in adults, reveal the source if the tumor is secondary. 
In children an infiltrating mass may be found in the 
bladder wall. Cystoscopy should be done by an 
experienced man, and done when the early symptoms 
first appear. Not only should the bladder be ex- 
amined, but the kidneys should be catheterized 
also, for obstruction very easily causes infection 
of the pelves. The urethra should be minutely in- 


spected. The X-ray is of service only when the 
tumor is well advanced. 

Diagnosis by cutting away parts of a tumor for 
microscopic examination, before radical removal, is 
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condemned. Secondary deposits follow readily. 
Clinical diagnosis is more important and accurate, 
depending upon the four points as previously stated. 
The pathologist’s report is often misleading, for 
various sections of the same neoplasm show different 
pictures. C. D. 


Morton, H. H.: Cancer of the Bladder. Med. 
Times, 1915, xliii, 226. 


In a brief but explicit paper, the surgery of bladder 
cancer is discussed. At the present time it is in a 
chaotic condition, and will have to be systematized 
before definite progress can be made. Twisting 
tumors off by forceps, or curetting them through a 
suprapubic opening is condemned, as urosepsis and 
recurrence speedily follow. Cutting through the 
pedical or mucous membrane, and at a later date, 
cauterizing the base of the tumor with an electro- 
cautery improved the technique. 

As recurrence follows these operations, Cathelin 
stated that the bladder should be opened when the 
following conditions exist: (1) when neoplasms 
involve the summit or front, (2) when neoplasms 
clog the neck of the bladder, causing retention, and 
(3) when there is excessive hematuria. In terminal 
conditions a suprapubic cystotomy or double 
nephrostomy may be done for relief. 

Fulguration by the Oudin current is the ideal 
treatment for non-malignant tumors, but is useless 
in carcinoma except in checking hemorrhage and 
retarding growth. Radium is uncertain. More 
radical operations have been done in later years 
with better results. If the tumor is situated upon 
the anterior wall or in the vertex, it is removed with 
the entire thickness of the bladder wall and within 
a wide area. If within the trigone, ureteral trans- 
plantation is necessary. Early diagnosis, before 
extensive involvement, is emphasized. Every case 
of hematuria should be cystoscoped immediately. 

PIcKRELL. 


Roth, L. J.: Cystalgia; Urethralgia; Syndrome 
Vesical and Urethral Neuralgia. Surg., Gynec. 
& Obst., 1915, xxi, ot. 


This syndrome has not been definitely described 
in many of its phases. To simplify, it is divided into 
three primary classes: lesions of the nervous system, 
of the urinary tract, and of adjacent structures. 
The final consideration is devoted to pelvic and 
contiguous lesions. 

Idiopathic conditions are considered as improb- 
able. Among those which influence the bladder 
and urethra are: pelvic tumors and masses, ad- 
hesions, inflammations, and post-operative nerve 
inclusions, anteflexed and pregnant uterus and 
adhesions of the cervix, rectal lesions and distention. 

Of major importance among conditions causing 
bladder spasm are senile muscular atrophy, sclero- 
sis, and atresia of the female urethra and vagina, 
accompanied by atrophy of the mucosa. 

The symptoms consist of vesical and urethral 
spasm with dysuria. This is of day or night type, 


or both, and varies from moderate frequency and 
pain, to practically continuous urination with 
intense suffering; or on the other hand, to small 
retentions, the bladder being painful when con- 
taining urine, and relieved when empty. 

Cystoscopy and urethroscopy are usually nega- 
tive. The urine remains nearly normal. 

The condition is most probably a neurosis of 
reflex origin dependent upon intricate pelvic inner- 
vation. ‘The bladder itself is but rarely responsible. 


GENITAL ORGANS | 


Coley, W. B.: Cancer of the Testis. Ann. Surg. 
Phila., 1915, lxii, 4o. 

The author reviews the literature and quotes a 
number of well-known authorities on the subject. 

Blank’s collection in 1906 showed only 19 cases 
of malignant tumor of the testicle. 

Bulkley collected 59 cases of sarcoma of the 
abdominal variety of ectopia and quotes Eccle’s 
analysis of 60,000 male admissions to the London 
Hospital, showing 38 cases of sarcoma of the testis, 
of which one occurred in the undescended testicle. 

In 110,000 male patients admitted to the London 
hospitals during a period of twenty years, Howard 
found 65 cases of malignant disease of the testis, 9 
of which occurred in the ectopic testicle all of the 
inguinal variety, and none of the abdominal. 
Bulkley’s record of 12,729 male admissions to the 
Presbyterian Hospital, New York, gives 13 ex- 
amples of malignant tumor of the testis, of which 
It were situated in the scrotum and 2 in the abdomen. 
Combining these statistics shows that of 182,729 ad- 
missions to general hospitals, there were 116 cases 
of sarcoma of the testicle, 12 of which occurred in 
the undescended testicle, only 3 of these occurring 
in the intra-abdominal testicle. 

At the Hospital for Ruptured and Crippled 
Children, from 1890 to 1907, in 59,235 cases of 
inguinal hernia in the male sex there were found 737 
cases of sarcoma of the undescended testis. 

As to the influence of trauma upon the develop- 
ment of sarcoma of the undescended testicle, 
Bulkley states that only two cases of the abdominal 
type gave a history of direct trauma. 

In 42 cases the disease occurred between the 
ages of 25 and 45 years, and of 114 cases of scrotal 
sarcoma of the testis as shown by Kober the disease 
occurred between the ages of 20 and 50 years. 

Bulkley’s 59 collected cases were classified as 
follows: 20 were classed as sarcoma, 10 as round- 
celled sarcoma, 6 as large round-celled sarcoma, 1 
as spindle-celled sarcoma, 1 as mixed sarcoma, 1 
as myosarcoma, I as cystic sarcoma, 2 as teratoma, 
2 as epithelioma, 2 as chorio-epithelioma, 7 as 
carcinoma, 1 as rhabdomyoma, and 5 as cancer. 

As to the clinical diagnosis of cancer of the un- 
descended testis, acute abdominal pain is often the 
earliest symptom, dragging pain in or over the iliac 
fosse and objective signs of an acute abdominal 
lesion and a tumor in the lower iliac fossa. 
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Before the disease has advanced sufficiently to 
form a palpable mass it may be very difficult to 
make a diagnosis, as the condition cannot be dif- 
ferentiated from that of renal colic, appendicitis, 
or cecal tumors. If the testis cannot be found 
either in the scrotum or inguinal canal, and a tender 
mass is felt in the lower iliac fossa, giving rise to 
symptoms, the chances are very strong that one is 
dealing with a malignant ectopic testicle. The 
prognosis is exceedingly grave. 

Bulkley’s opinion is that if the individual has one 
testicle in the scrotum, the abdominal testis should, 
after puberty, be removed. As to duration of 
life, the author quotes Chevassu’s statistics: 


PS GayS 10 38 cases 


From his own and other cases the author concludes 
that cancers of the testis treated by simple or- 
chidectomy, followed by a thorough course of 
treatment with the mixed toxins of erisipelas and 
bacillus prodigiosus, have a far better prognosis 
than those subjected to very extensive laparotomy 
with removal of the lumbar glands, as advocated 
by Chevassu and Hinman. TxHeopore Drozpowitz. 


Koll, I. S.: Infections of the Epididymi, with Their 
Surgical Treatment. M.J., 1915, xxviii, 
II. 


The point of most importance that the author 
wishes to bring out in his consideration of this sub- 
ject is the difficulty with which certain forms of 
chronic epididymitis due to either the staphylococ- 
cus, streptococcus, or colon bacillus are differentia- 
ted from tuberculous infections. The clinical mani- 
festations may be so similar that a final conclusion 
can be reached only after a careful histological ex- 
amination of the removed epididymis. The after- 
care of the patient must therefore depend upon the 
pathologist’s diagnosis. Tuberculin treatment in 
the hands of competent men has given some excel- 
lent results in generalized genital tuberculosis. 


Lower, W. E.: Cysts of the Prostate. Ohio St. M.J., 
1915, xi, 430. 

Lower states that cysts of the prostate éither are 
extremely rare, or they are not readily recognized, 
if we are to judge from the comparatively small 
number of cases reported in the literature. 

The author’s case was a man 51 years old who 
complained of difficult urination, dating his trouble 
to a period eight years before, when after an opera- 
tion for mastoiditis, he had some slight trouble with 
his bladder at which time his bladder was irrigated. 
For the preceding year the flow of urine had been 
obstructed, the difficulty of urination having increas- 
ed steadily, becoming very much worse during the 
last six months. He was unable to empty his 
bladder completely, had a frequent desire to void, 
and had slight dysuria. 
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A cystoscope was easily introduced into the 
bladder; the capacity was found to be 300 ccm.; 
residual 5 oz. of clear urine. What appeared to 
be the median lobe of the prostate was considerably 
enlarged; there was some trabeculation of the 
bladder. Hypertrophy of the middle lobe of the 
prostate was the diagnosis, and prostatectomy 
was recommended. 

Under complete anoci-association suprapubic 
cystotomy was done and upon exposure of the 
prostate a tumor mass the size of the end of the 
thumb was disclosed protruding from the prostatic 
portion of the urethra. It was covered with mucous 
membrane, and the blood-vessels radiating over 
made it appear not unlike the prostatic growths so 
frequently seen. Upon attempting to remove it it 
suddenly ruptured and viscid fluid escaped. By 
gentle manipulation the sac was removed. It was 
distinctly the wall of a cyst. The bleeding was 
slight. The usual technique of prostatectomy was 
employed. The patient is making an excellent 
recovery and has had no trouble since. 

In 1907, Cabot classified prostatic cysts as 
follows: (1) echinococcus; (2) retention cysts due 
to distention of occluded prostatic glands; (3) cystic 
dilatation of the utricle; and (4) cysts or cystic 
cavities in connection with cancer of the prostate. 
Lower also reviews abscess cysts, calculous cysts, 
proligerous cysts, and others. 

Poor general hygienic conditions, fatigue, and poor 
health have been considered etiological factors in 
prostatic cyst formation. The most commonly 
noted symptoms of the condition are: difficulty of 
urination, frequency, difficult defecation, and re- 
tention. The diagnosis is not always easy; cystos- 
copic pictures furnish the most evidence in typical 
cases. The treatment consists in opening the cyst 
through an operating cystoscope, or if very large, 
excision, as in the case mentioned above. 

H. W. E. Wattuer. 


Judd, E. S.: Surgical Pathology of the Prostate. 
J.-Lancet, 1915, Xxxv, 380. 


Judd briefly reviews the anatomy and surgical 
pathology of the prostate gland and follews with 
a discussion of the technique employed at the Mayo 
clinic in the operative treatment of the obstructing 
prostate. The development of the prostate gland 
from five independent groups of tubules, constitut- 
ing the five lobes of the gland, is described and illus- 
trated with drawings from Lowsley’s work. Judd 
states that the subtrigonal and subcervical glands 
of Albarran are rarely seen and have not been of 
great clinical importance in his experience. He 
limits his discussion of the surgical pathology of the 
prostate to three conditions: (1) adenomatous 
hypertrophy, (2) carcinoma, and (3) malignant 
degeneration. 

Adenomatous hypertrophy is reported as occur- 
ring in 34 per cent of men who reach 60 years of 
age, though it is symptomless in 15 per cent of 
cases. The degree of development of the adeno- 
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mata varies markedly and the obstructive symptoms 
produced do not vary directly in proportion to the 
size of the adenomatous growth. This form of 
hypertrophy involves chiefly the median lobe, but 
the lateral lobes are also involved. Hypertrophy 
of the posterior lobe is seldom, if ever, seen, while 
carcinoma probably always begins in the posterior 
lobe. Cancer of the prostate, if it exists alone, may 
cause few or no urinary symptoms until late, since 
the process is inflltrative, extending beneath the 
trigone along the seminal vesicles, and does not in 
the early stage project into the urethra or bladder. 
In about 50 per cent of cases carcinoma and hyper- 
trophy are associated. The obstructive symptoms 
are then due to enlargement of the median and 
lateral lobes. When benign hypertrophy and 
cancer exist together, the cancer is usually con- 
fined behind the capsule which separates the lateral 
and posterior lobes, although as the malignant 
process extends it breaks through the capsule into 
the benign hypertrophy. 

In studying 700 specimens of prostate, Wilson 
and McGrath found many areas indicative of 
change of the hypertrophied process to malignancy, 
although in no instance was there a positive case 
showing that benign hypertrophy had become 
malignant. Cancer of the prostate is probably 
much more common than is generally believed, be- 
cause it is infiltrative, and not ulcerative, in charac- 
ter. Many of these patients die of metastatic 
carcinoma without the location of the primary 
focus being discovered. 

The first and most important part of the treat- 
{ment consists in overcoming as much as possible the 
secondary changes produced by the deformed gland. 
_These changes result from the interference with 
complete emptying of the bladder. The knowledge 
gained by the more recent investigations regarding 
the part of the gland most often affected, and its rela- 
tion to the bladder and sphincter muscle, has 
caused most men to decide in favor of the suprapubic 
or transvesical operation. ‘The most serious ob- 
jection to this route is the danger of infection of the 
cellular tissue of the space of Retzius. An attempt 
has been made to develop a technique which mini- 
mizes the danger of this infection. The bladder is 
cleansed, the catheter is left in place, and the 


bladder opened dry. The adenoma is enucleated 


in the usual way and the cavity packed with gauze. 
The bladder is then retracted with three Walker 


retractors, the end of the catheter is drawn out of 
the suprapubic wound, caught with a clamp, and 
held to one side. The gauze is removed from the 
prostatic capsule, and the bladder edges of the cap- 
sule are sutured with firm plain catgut. No attempt 
is made to catch the torn-off end of the urethra, but 
the needle is passed as deeply as possible into the 
prostatic tissue. This suture serves in many cases 
to check the oozing. The clamped end of the 
catheter is left out of the suprapubic opening in the 
bladder and the bladder closed tightly around it. 
A good sized hole is cut in the side of the catheter 
near its entrance into the urethra. As soon as the 
urine is free from blood the catheter is drawn into the 
bladder and left for several days. H. A. Fowter. 


MISCELLANEOUS 


Crockett, F. S.: Source of Blood in the Urine. 
Indianapolis M. J., 1915, xviii, 240. 


The determination of the source of blood in the 
urine is often a very difficult problem. The follow- 
ing are possible causes: 

1. Kidney and ureter: wounds, injuries to loin, 
stone, pyelitis, acute nephritis, hemorrhagic nephri- 
tis, chronic nephritis, tumors, tuberculosis. 

2. Bladder: wounds, injuries to pelvis, stone or 
foreign body, due to stricture or enlarged prostate, 
cystitis, tuberculosis, new-growths, bilharzia. 

3. Prostatic urethra: stone, posterior urethritis, 
tumors, tuberculosis. 

4. Anterior urethra: rupture, urethrotomy, 
fracture of pubis, anterior urethritis. Certain 
diseases are responsible for general changes resulting 
in bloody urine: smallpox, typhoid fever, purpura, 
yellow fever, plague, phosphorus poisoning, hemo- 
philia, leukemia, and malaria. FRANK HInMAN. 


Rosenbloom, J.: A Further Study of the Chemical 
Composition of Urinary Calculi. J. Am. M. 
Ass., 1915, lxv, 161. 

The author -has analyzed a series of 26 renal 
stones, with findings similar to those of his first 
series of 25 calculi. In the present series, but 
two stones were of the uric acid variety, the others 
being composed largely of calcium salts, the oxalate 
predominating. 

He emphasizes the importance of a correct con- 
ception of the constituents of calculi as a means of 
adopting a rational therapeusis. S. W. Moorneap. 
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SURGERY OF THE EYE AND EAR 


EYE 


Macleish, A. C.: Keratitis Caused by Infection 
with Bacillus Coli. Arch. Ophth., 1915, xliv, 403 


Macleish reports a series of five cases of vesicular 
keratitis caused by infection with bacillus coli. In 
each case a chronic cystitis accompanied the eye 
trouble and a pure culture of bacillus coli was ob- 
tained from the urine of each patient. In ad- 
dition one patient showed a pure culture of bacillus 
coli from the aspirated contents of the anterior 
chamber. 

The cornea in these cases appears diffusely clouded. 
Focal illumination shows the surface of the cornea 
covered with minute vesicles. There are also some 
small blebs in the corneal epithelium and depres- 
sions where they have ruptured. The patient com- 
plains of pain only when blebs are present. 

The treatment consists in the use of urinary 
antiseptics combined with the administration of 
an autogenous vaccine made from a culture of 
germs found in the patient’s urine. The patient 
in addition is put on a buttermilk diet. Atropine 
is used locally in the eyes with the occasional use of 
holocaine to control the irritation. The author 
advises that in all cases of affections of the eye of 
obscure origin, the excreta and particularly the 
urine of the patient be examined for bacteria. 

J. A. WINTER. 


Bistis, J.: Clinical and Experimental Investigations 
on the Etiology of MHeterochromia. Arch. 
Ophth., 1915, xliv, 433. 

Heterochromia is either congenital or acquired. 
In the former case in one eye the development of 
pigment in the stroma ceases in the first years of 
life. In the latter case the iris becomes decolorized 
without visible cause after the pigmentation in the 
stroma has become fully developed. Cataract 
formation and posterior corneal deposits are often 
found in the heterochromic eye, indicating the 
presence of a pathologic process. 

Recent investigation has shown that lighter- 
colored eyes have symptoms of sympathetic paraly- 
sis, such as ptosis, miosis, and half-sided facial 
atrophy on the same side. 

The author suggested that heterochromia could 
be a consequence of paralysis of the sympathetic 
nerve and made this the basis of animal experi- 
mentation. The right superior cervical ganglion 
in the rabbit was extirpated in a series of cases and 
the subsequent condition of the right eye noted. In 
a typical case there was miosis, narrowing of the 
palpebral opening, and slight exophthalmos; the 
intra-ocular tension was unchanged; the right iris 


55 


was distinctly paler than the left; cocaine instilled 
into the right eye caused no dilatation of the pupil. 
The histological change, in brief, consisted in a 
distinct diminution of the pigmentation in the iris 
stroma and new formation of fibrillary connective 
tissue in the stroma. There was also thickening 
of the blood-vessel walls, and the whole pathologic 
process was distinctly inflammatory in nature. 
The author concludes by stating that the clinical 
and experimental observations justify the conclusion 
that heterochromia is caused by a paralysis of the 
cervical sympathetic. J. A. WINTER. 


EAR 


McKenzie, D.: Epithelioma of Auricle Treated by 
Diathermy. Proc. Roy. Soc. Med., 1915, viii, 
Otol. Sect., 65. 


The growth, which caused severe pain, involved 
a large surface of the auricle and had led to de- 
struction of about one-third of the pinna. It had 
also extended to the mastoid region. 

Under chloroform the growth was treated by 
diathermy. The result has so far proved satisfac- 
tory. The diseased tissue was apparently all re- 
moved and the ulcer which had formed is rapidly 
contracting and healing. The patient has had 
no pain since the operation. Ortro M. Rorrt. 


Patterson, N.: Operation for Epithelioma of the 
Auricle with Secondary Involvement of Glands. 
Proc. Roy. Soc. Med., 1915, viii, Olol. Sect., 64. 


The patient had a small growth on the pinna 
with well-marked enlargement of the cervical glands, 
and there was a large hard mass over the upper 
part of the jugular vein, underneath the sterno- 
mastoid. 

The operation consisted in removal of the auricle, 
together with a very free dissection of the neck. 
The internal jugular and also portions of the sterno- 
mastoid muscle and parotid gland were removed. 
The glands, fascia, etc., were taken away in one 
mass. In order to avoid trouble with the internal 
jugular in the upper part of its course, the lateral 
sinus was exposed early in the operation and a tam- 
pon of gauze placed between it and the skull wall. 
There has been no recurrence, now three years 
since the operation. Orro M. Rort. 


Mollison, W. M.: Case of So-called Primary Acute 
Mastoiditis. Proc. Roy. Soc. Med., 1915, viil, 
Otol. Sect., 62. 


The patient, aged 4, had for four days had a 
swelling over the right mastoid. The right ear 
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had ached ten days before, but there had been no 
discharge. The right auricle was displaced down- 
ward and forward, and over the mastoid process 
there was a red fluctuating swelling, scarcely tender; 
the tympanic membrane was normal. At opera- 
tion, pus was found in the mastoid process, and 
sticky pus in the antrum. Cultivation showed a 
pure growth of pneumococcus. Orro M. Rort. 


Hetrick, L. E.: Atypical Mastoiditis. J. Ophth., 
Otol. & Laryngol., 1915, xxi, 505. 

In order to be able to recognize a case of atypical 
mastoiditis or one in which the usual classic symp- 
toms are wanting, the author advises that a watch 
be kept for any of the following symptoms: 

1. A discharging ear lasting over four to six 
weeks, 

2. A sudden diminution or cessation of the dis- 
charge. 

3. Pain and tenderness over the mastoid. 

4. Bulging of the drum membrane and superior 
posterior wall of the external canal. 

5. Tenderness, thickening, and immobility of 
the tissues over the mastoid on the afflicted side. 

6. Post-auricular swelling. 

7. Swelling below the ear. 

8. Sudden change in temperature. 

9. Facial paralysis. 

10. Symptoms of labyrinthine involvement. 

11. Persistent headache on the same side. 

= Symptoms of intracranial complications. 

A healed drum membrane which continues 
dull usterless, thickened, and bulging. 
Orto M. Rorr. 


McKenzie, D.: A Note on Mastoid Grafting. 
Proc. Roy. Soc. Med., 1915, viii, Otol. Sect., 47. 


McKenzie practices immediate grafting, and 
retains the graft in position by allowing the cavity 
to fill with blood. The coagulum retains the graft 
perfectly in position, and packing is therefore un- 
necessary. Care must be taken to make sure that 
bleeding from the osseous surface under the graft 
is not taking place. The clot begins to disinte- 


* grate four to five days after the operation, and when 


that process is completed, the graft will have sown 
cells over the surface. Orro M. Rort. 


Wolfe, C. T.: The After-Treatment of the Mastoid 
Wound. Louisville Month. J., 1915, xxii, 10. 


The author discusses the after-treatment of the 
wound following simple mastoid operation. His 


procedure consists in first suturing the wound at 
the upper portion only, using sutures of silkworm 
gut. The sterile gauze dressing is preferred to the 
blood-clot method because of the uncertainty of 
the latter. The gauze is inserted with considerable 
firmness to control hemorrhage and to promote 
drainage. 

The primary dressing is changed on the fourth 
or fifth day in the following manner: After removing 
the bandage and before removing the gauze pack- 
ing, the area surrounding the wound is thoroughly 
cleansed with sterile water and peroxide. Then 
the gauze is withdrawn and the wound gently 
cleansed with sterile cotton held by a pair of dressing 
forceps, sterile gauze is inserted and the sutures 
removed. Subsequent dressings are changed every 
second day until the wound is well filled with 
healthy granulations, when gauze is supplanted by 
boric acid. If there is a discharge of pus from the 
external canal a gauze strip is inserted. If healing 
is delayed because of necrotic bone, the area should 
be curetted or a secondary operation performed. 

Otro M. Rorr. 


Turner, N., and Lake, R.: Pyrexia After Mastoid 
Operation for Acute Otitis Media. Proc. Roy. 
Soc. Med., 1915, viii, Otol. Sect., 53. 


At the time of operation the patient’s tempera- 
ture was 102° F. After the operation the tempera- 
ture dropped to 99°, but on the second day rose to 
103.6°.. The wound looked satisfactory and after 
dressing the temperature fell one degree, rising in 
the early afternoon to 104° and falling again at 
night to ro1°. The next morning the temperature 
again rose to 103.2°, falling a degree and a half 
in the afternoon and rising to 103° again at night. 
After that the temperature gradually and steadily 
fell to normal. 

The authors were quite convinced that they had 
to deal with a case of threatening meningitis; but 
the patient recovered in spite of their non-inter- 
ference. : Orro M. Rorr. 


Kelson, W. H.: Operation for Méniére’s Symptoms. 
Proc. Roy. Soc. Med., 1915, viii, Otol. Sect., 56. 


The patient was unable to work because of 
giddiness of aural origin. Over a year ago the 
operation of uncapping the external semicircular 
canal on the right (deaf) side was performed, since 
which time the giddiness has disappeared and the 
patient is able to be at work and is feeling perfectly 
well, Orto M. Rorr. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Fetterolf, G.: Hzemorrhage from the Nose and 
Throat. Penn. M.J., 1915, xviii, 793. 


The author discusses (1) nose-bleed, (2) hamor- 
rhage following tonsillectomy, and (3) non-traumatic 
hemorrhage originating in the throat. 

1. In epistaxis, all packing and clots should be 
removed, and the pharynx inspected to determine the 
amount dropping from the nasopharynx. The ante- 
rior portion of the septum should then be inspected; 
if no bleeding point is found there the anterior por- 
tion of the middle turbinate should be examined. 
Having found the spot, cauterizing with chromic 
acid or applying a disc of cotton soaked in tincture 
of benzoin is usually effective. Bellocq’s cannula 
is rarely necessary unless the bleeding is from the 
nasopharynx. 

2. Asa means of preventing hemorrhage follow- 
ing tonsillectomy, the author advises that the pa- 
tient be in a hospital the night before and the day 
following operation; all bleeding should cease before 
the patient leaves the table and to facilitate this 
the fosse should be swabbed with 1o per cent silver 
nitrate solution; should this not stop the bleeding, 
the bleeding points should be seized and sutured 
and the cavity patched with gauze wrung out of 1o per 
cent silver nitrate solution and sutured in place for 
24 hours. If hemorrhage occurs after the patient is 
in bed, hemostats should be applied for five minutes; 
if bleeding again occurs they should be replaced; 
and if there is no cessation by this time the patient 
should be re-etherized and sutures inserted. 

3. In hemorrhage from the throat of non-trau- 
matic origin, the author has only seen four cases 
in which the bleeding could be seen; usually the 
diagnosis was made of early tuberculosis by ex- 
amining the chest with the stethoscope. The four 
cases were: (1) Ragged ulcer of the false cord, 
(2) bleeding from the tonsil crypt, (3) pedunculated 
subglottic papilloma, and (4) varix on the upper sur- 
face of the soft palate. Orro M. Rort. 


Delavan, D. B.: The Effects of Radio-Activity 
upon Nasopharyngeal Fibroma. Med. Rec., 
1915, Ixxxvii, 1056. 

The author states that the effects of radio- 
activity upon nasopharyngeal fibromata are en- 
couraging and give promise of future successes. 

He describes the methods employed by Abbe: 

A tube of celluloid about three-sixteenths of an 
inch in diameter and with one end closed like the 
end of an ordinary test-tube, is cut to the proper 
length. In the bottom of the section of tube is put 
the radium. Upon it is packed a bit of cotton or 


gauze to keepitin place The end of a handle made 
of stout wire is thrust into the tube, and the tube is 
secured to the handle by a wrapping of adhesive 
plaster. For the protection of the normal parts, a 
piece of thin sheet lead, of proper size and shape, is 
adjusted to the outside of the tube and retained in 
place by a sufficient wrapping of India rubber gauze, 
the side covered by the lead being directed away 
from the tumor. 

In using this device one of the nasal cavities of the 
patient is first locally anesthetized and the radium 
carrier, properly lubricated, is then passed backward 
through it until the radium is brought into proper 
relation with the growth. Otro M. Rorr. 


Roth, J. B.: The Nasal Septum. Northwest Med., 
IQI5, Vil, 223. 

After an anatomical introduction, the author 
mentions the following types of deflections: 

1. A thickened or deflected incisor crest on one 
or both sides. 

2. A vertical ridge in the quadrilateral cartilage 
a short distance posterior to the anterior border. 

3. A deflected anterior border into one nostril. 

4. A general convexity of the septum on one side. 

5. The whole septum may be thickened or 
only the upper portion opposite the middle 
turbinate. 

6. A vomer cartilaginous deflection where the 
cartilage slides down out of the V-shaped groove of 
the vomer into one or the other inferior meatus, 
causing almost a sharp angle and a convexity to the 
opposite side. 

7. Crest deflection with tilting of the vomer car- 
tilaginous joint into the nares of the convexity. In 
this form of deflection a sharp horizontal crest is 
found on the opposite side which has the appearance 
of a spur. 

8. Some authors speak of spurs without any de- 
flection. If they are on the cartilage they are called 
ecchondrosis. If they occur on the osseous portion 
of the septum, they are called exostosis. They are 
very rare. 

The following are mentioned as causes of de- 
flections: mouth breathing from nasopharyngeal 
obstruction, irregular and delayed dentition, and 
imperfect or unsymmetrical development of the 
upper jaw. 

The symptoms are of a catarrhal or reflex nature. 

The treatment recommended is submucous re- 
section, for the proper performance of which the 
following points are mentioned as of essential im- 
portance: 

1. The field of operation must be thoroughly 
anesthetized. 
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2. The initial incision must begin as high up as 
possible and extend down to the middle of the floor 
of the nose. 

3. The operator must be absolutely sure that he 
is under the perichondrium in beginning the eleva- 
tion. 

4. The elevation should be made first upward 
toward the cribriform plate; from which point it 
should be made backward and downward. After 
the upper part of the membrane is elevated well 
back it should be continued forward and downward. 
Working backward over a deflection usually results 
in a perforation, Orro M. Rort. 


Townsend, I.: A Practical Method of Correcting 
Septal Deformities. J. Ophith., Olol. & Laryn- 
gol., 1915, Xxi, 516. 


The author’s method is applicable to those cases 
in which there is a ridge of bone along the articula- 
tion of cartilage and the maxillary crest, and is 
based upon the supposition that the ridge crowds 
out of place the more resilient cartilage. The 
technique is as follows: 

1. A broad Hajek or bevel-edged chisel is in- 
serted under the ridge, including the crest and chisel, 
directly backward to the vomer along the floor of the 
nose. 

2. A flap is peeled up over the surface of the exos- 
tosis by means of a periosteal elevator. 

3. A chisel is inserted and a wedge of bone pried 
out, the adherent membranes being loosened. 

4. The cartilage is pushed somewhat past the 
medial line and some strips of lintine applied to keep 
it in place. Should the deviation extend to the 
vomer or ethmoid plate the blade of an Adam’s 
forceps is inserted on the convex surface and the 
anterior edge cracked. 

The advantages of this technique are: 

1. It is simple and can be done in ten minutes. 

2. There is little chance of sloughing of the flap 
and no danger of perforation. 

3. It conserves to a greater degree the integrity 
of the mucosa. 

4. It leaves a healthy membrane free from non- 
secreting dry spots. 

5. It is applicable in 50 to 60 per cent of the 
cases of septal deformity. Orro M. Rort. 


Berry, H. M.: Radiography in the Diagnosis of 
Diseases of the Accessory Nasal Sinuses. 
Arch. Réinlg. Ray., 1915, xix, 419. 

Berry gives an extended review of the develop- 
ment of the various examinations, and notes the 
variations of opinion as to the best relative positions 
of patient, tube, and plates. 

He always examines the patient seated upright, 
noting among other reasons, the more favorable 
view of a partially filled frontal sinus; the fluid 
assuming a level instead of being evenly spread out, 
as in the face-down position. 

After describing in detail his apparatus for ex- 
amining the dry skull, and another for the examina- 


tion of the living subject upright, Berry gives an 
extended study of findings in several dried skulls. 
The illustrations are correlated with lettered 
diagrams for interpretation. The article is a worthy 
addition to the technique of réntgen study of the 
sinuses, and is of especial value for reference. 
Davip R. Bowen. 


Thomas, J. B.: Tuberculosis of the Frontal Sinus. 
J. Am. M. Ass., 1915, Ixv, 308. 

A general reference to tuberculous sinusitis in 
general is made, following which the author briefly 
describes the five cases of tuberculosis of the frontal 
sinus hitherto published and two cases of his own. 

As a result of his study of the subject the author 
draws the following conclusions: ; 

1. There are several factors that tend to pro- 
tect the frontal sinus from tuberculous infection, 
including such common factors as the cilia, mucus, 
tears, and the bactericidal action of the mucous 
membrane, supplemented by the high position 
and natural drainage of the frontal sinuses. 

2. Tuberculous sinusitis occurs much more fre- 
quently than is recognized. 

3. The diagnosis depends on careful bacteriologic 
examination of the sinus secretion in suspected 
cases, securing as large a quantity of secretion as 
possible and using sedimentation. The so-called 
antiformin method is a good one. Aminal inocula- 
= should be resorted to if the simpler methods 
ail. 

4. Tuberculin is a valuable diagnostic aid. 

5. In more advanced forms of tuberculous frontal 
sinusitis, the middle turbinal and adjacent ethmoid 
cells are apt to be involved, and sections of mucous 
membrane or fungoid growth may demonstrate 
typical tubercles or giant cells. Fungoid and 
cheesy degeneration of the lining of the sinus, even 
in the absence of demonstrable tubercle bacilli, 
has a high diagnostic value. 

6. The symptoms do not differ from those of 
simple chronic. sinusitis until advanced bone in- 
volvement or general tuberculosis add their factors 
to the symptom-complex. 

7. A history of previous bone disease in a tuber- 
culous subject suffering from chronic sinusitis should 
lead to the suspicion of infection of the bony walls 
of the sinus. A negative Wassermann reaction 
lends great weight to the differential diagnosis. 

8. Treatment should be early and surgical. 

Orto M. Rorr. 


Lothrop, H. A.: Frontal Sinus Suppuration; Re- 
sults of New Operative Procedure. J. Am. M. 
Ass., 1915, Ixv, 153. 


The author reports seventeen cases illustrative 
of his method of operating upon the frontal sinus 
in those cases where preliminary intranasal treat- 
ment fails to cure, in all cases of fistula, and in all 
cases in which an external operation is required. 
The advantages of this operative procedure are that 
all steps of the operation are open to inspection, a 
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minimum scar results, and maximum opening into 
the nose persists. 

Réntgenologic study should be made both in the 
anteroposterior and lateral positions as an aid to 
diagnosis and to determine the anatomic charac- 
teristics of the sinus. After placing a pledget of 
cotton wet with epinephrin (1:2000) and 4 per cent 
cocaine in each anterior ethmoid region, the patient 
is etherized and placed in a position half way between 
sitting and supine. The pledgets of cotton are 
then removed, the nasal cavities tamponed from the 
posterior nares, and ether administered through 
a tube entering the mouth. The eyebrow is not 
shaved. A single, curved one-inch incision limited 
by the supra-orbital notch is made in the inner por- 
tion of the eyebrow, the periosteum is elevated, the 
sinus entered with the chisel and enlarged by ron- 
geur forceps to make an oval opening three-fourths 
inch long. 

With a curved probe passed through the ostium 
into the nose as a guide, a small curved curette 
is passed down from above in front of the probe to 
break up the walls of the cells on the floor of the 
sinus, constantly avoiding the posterior angle of the 
sinus on account of the proximity of the anterior 
end of the cribriform plate to the ostium frontal. 
The dense bone is all reamed out by the use of rasps 
and burr drills passed from above and below cutting 
forward and laterally. 

By perforating the interfrontal septum the other 
sinus may be explored and by means of the burr 
the perpendicular plate of the ethmoid is removed 
and the dense bone under the other sinus burred and 
rasped away until there remains only a thin shell of 
bone around the whole circumference of the floor 
of the sinus in front. 

The skin incision is closed without drain, all 
tampons removed, and a compress bandage applied 
for a day or two. ELLEN J. Patrerson. 


Syme, W. S.: The Treatment of Nasal Accessory 
Sinus Disease. Practilioner, 1915, xciv, 789. 

In cases of acute suppurative sinusitis which 
cannot be relieved in a few days by local treatment 
to reduce the congestion and swelling of the mucous 
membrane around the opening of the sinus into 
the nose, the author uses lavage carefully carried 
out. With a view to prevention of recurrence he 
removes the middle turbinate in part or wholly, 
if it has not already been removed, in all cases of 
sinusitis. 

Chronic sinusitis must be treated surgically. In 
ethmoidal disease the cells should be oblated intra- 
nasally by means of the ring curette working from 
behind downward and forward, with firm pressure 
on the curette. 

Surgical measures must be instituted in all cases 
of maxillary sinusitis where pathological conditions 
of the teeth and nose have received attention and 
repeated lavage fails to relieve the condition. The 
technique is as follows: Under local anesthesia, 
after removal of the anterior end of the inferior 


turbinate, the author opens the antrum through 
the canine fossa; removes the membrane completely; 
makes a counteropening into the nose from the 
antral side through the naso-antral wall in the 
lower anterior part and turns the flap of mucous 
membrane from the nose to cover the rough sur- 
face between the floor of the nose and the antrum. 
He closes the mucous membrane in the canine 
fossa with catgut. After-treatment consists in 
careful douching of the nose and washing out the 
antrum daily for a few days. 

In cases of frontal sinusitis the operative pro- 
cedure must be adapted to the case. Either the 
intranasal or external operation is used, whichever 
method will best remove the disease, prevent 
recurrence, and cause as little disfigurement as 
possible. 

Sphenoidal sinusitis is treated by removing the 
anterior wall completely and curetting the lining 
with care along the external wall and especially 
along the roof. 

The author’s treatment of recurrent catarrhal 
sinusitis is climatic together with constitutional 
treatment in the way of proper food, clothing, and 
exercise, and correction of any local condition in 
the nose which tends to cause a congestion of the 
nasal mucosa. ELLEN J. PATTERSON. 


McCullagh, S.: The Treatment of Ethmoiditis. 
N. Y. M. J., 1915, cii, 178. 

The author divides cases of ethmoiditis into acute 
and chronic types and an intermediate transition 
stage called subacute, in which vaccine therapy is 
satisfactory. Acute cases may be catarrhal or 
suppurative, in either of which the essential step is 
drainage, best secured by treating the offending 
rhinitis by means of adrenalin in weak solution 
or better still steam inhalations charged with the 
fumes of menthol. Obstructions such as enlarged 
anterior ends of the middle turbinate and deflected 
septum should be removed. Where complications 
of a grave nature threaten, the second step of the 
Killian operation for frontal sinusitis is advised as 
an external operation. 

Chronic cases may be hypertrophic, atrophic, 
suppurative, specific, and tuberculous. Chronic 
hypertrophic ethmoiditis, the kind characterized by 
polypoid formations, is amenable to conservative and 
radical procedures depending upon the degree and 
stage of the pathological change. Removing ob- 
structions to drainage, as middle turbinectomies and 
septal deflections, is considered conservative treat- 
ment. 

Usually a period of watchful waiting is advisable 
during which the effect of conservative measures are 
noted, before determining on a final course of action. 
Where polypoid formation is scarcely discernible, 
procuring of drainage and applications of silver 
nitrate usually suffice. When polypi form, their 
removal together with their bony base is essential, 
and this is followed by silver applications. In the 
treatment of advanced cases where radical changes 
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have occurred in the ethmoid bone, radical ex- 
enteration is demanded. 

Chronic atrophic rhinitis demands a radical 
operation to limit the crusting. 

Chronic purulent ethmoiditis demands radical 
procedures unless the condition is a recent infection 
of an early chronic hypertrophic case, when con- 
servative treatment such as suction and vaccines 
may be sufficient. The specific type should not be 
attacked until all active manifestations of the pri- 
mary disease have disappeared. 

In tuberculous ethmoiditis the treatment should 
depend largely upon the general condition of the 
patient and the influence that the ethmoid infection 
is having upon the general health. 

As to the radical operation itself, the procedure of 
Mosher is given preference, and no post-operative 
packing is used, unless necessary because of hamor- 
rhage or the remoteness of the patient from ready 
sources of skilled assistance. Orto M. Rorr. 


Hett, G. S.: Inflammatory Disease of the Maxillary 
Antrum; Its Diagnosis and Treatment. Prac- 
titioner, Lond., 1915, xcv, 40. 


In making a diagnosis it is not sufficient to deter- 
mine whether the inflammation is acute or chronic, 
but it is very important to ascertain the exact con- 
dition of the mucous membrane lining the cavity. 

While the author admits that the various recog- 
nized tests taken singly are liable to fallacies, yet by 
combining the X-ray treatment as a routine mea- 
sure with transillumination, together with anterior 
and posterior rhinoscopy and a careful consideration 
of the history and symptoms, he has been able to 
arrive at accurate conclusions. 

A table of a clinical classification of infected 
antra, together with the accompanying physical 
signs, appears with the article. 

A consideration of the results of transillumination 
and X-ray treatment reveals the following four 
different combinations: 

1. Antrum clear by both methods. 

2. Antrum dark by both methods. 

3. Antrum clear to transillumination and dark 
to X-rays. 

4. Antrum dark to transillumination and clear 
to X-rays. 

The conclusions the authors reached concerning 
these combinations are as follows: 

1. When an antrum is clear by both methods 
it is unlikely that it is the seat of disease. 

2. An antrum dark by both methods occurs with: 
(1) antrum containing pus, (2) chronic degeneration 
of mucosa with pus, (3) antrum previously operated 
upon, and (4) with a neoplasm. 

3. An antrum clear to transillumination but 
dark to X-rays occurs: (1) when polypi are present, 
(2) when there has been a radical operation but the 
cavity is healthy, and (3) when a large dental cyst 
occupies the antral space. 

4. An antrum dark to transillumination but clear 
to X-rays occurs: (1) when a cavity contains 


mucus with no degeneration of mucosa (Cases of 
septal deflection, which are dark to transillumina- 
tion, often come under this category.); (2) in cases 
where there are big face bones. Orto M. Rorr. 


Wilson, W.: Technique of Analgesia in Intranasal 
Surgery. Brit. M.J., 1915, 1, 1083. 

The author’s technique is as follows: 

One hour before the commencement of the opera- 
tion a hypodermic injection of 44 gr. morphine with 
1/100 gr. atropine sulphate is given and the nasal 
passages packed with gauze soaked in equal parts of 
fo per cent cocaine and adrenalin. At the end of 
thirty minutes the gauze is removed and a one per 
cent solution of quinine-ureahydrochloride is inject- 
ed into the mucosa of the septum or turbinates 
as the case may be. The nose is again packed 
with gauze, wrung out of the cocaine-adrenalin 
solution, and in twenty-five minutes the operation 
is begun. Orro M. Rott. 


THROAT 


Schoolman, N.: Report of a Case Showing the 
Bipolar Origin of the Faucial Tonsil. Laryn- 
goscopr, 1915, XXV, 338. 

The author reports a case of a man, 36 years old, 
who presented an unusual condition in the throat. 
The right tonsillar fossa was occupied by two fairly 
large tonsillar masses of equal size separated by a 
deep transverse recess lined with normal mucous 
membrane, free from cicatricial tissue or adhesions. 
A large lymphoid mass was situated at the pharyn- 
geal aspect of the posterior pillar, seemingly a con- 
tinuation of the upper tonsil. The left side presented 
similar conditions with the exception that the lower 
tonsil was smaller and seemed to have undergone 
involution. 

Viewed in the light of Gruenwald’s studies re- 
garding the bipolar foetal origin of the faucial tonsil, 
this case may be considered as an instance of per- 
sistence of embryological formations in adult life 
to an unusual degree. It not only shows distinct 
tonsillar masses separated by the recessus inter- 
tonsillaris but also the process of involution in the 
left lower tonsil. J. Patterson. 


Roman, D.: The Relation of the Tonsil to the 
Thyroid Gland. J. Ophth., Otol. & Laryngol., 
IQ15, XXl, 591. 

In a series of 2,236 cases of thyroid disease ob- 
served by the author, he has found 187 cases in 
which the history, clinical course, and therapeutic 
results justify the theory that the thyroid disease 
followed upon either a direct bacterial infection of 
nasopharyngeal origin, or from toxic irritation of 
nearby foci. Further, he states that the anatomical 
continuity of structure which has been proven to 
exist between the adenoid tissue and the faucial 
tonsil and the thyroid body justify the conclusion 
that tonsillar in‘ections can and do lead to thyroid 
enlargement through direct infection or toxic 
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irritation, as the influence of faucial infections on 
lymphatic glands is recognized. 

Infection from the tonsil and peritonsillar regions 
can be carried to the thyroid over three main routes: 
(t) by extension through the anatomical passages; 
(2) by the blood stream; (3) by lymphatics. 

The thyroid change seems to be an inflammatory 
swelling with cellular increase, but no suppurative 
change, and proper treatment of tonsils and adenoids 
brings about a prompt resolution of the thyroid 
hypertrophy. Orto M. Rorrt. 


Jervey, J. W.: Vascular Ligation in the Tonsillar 
Fossa. South. M.J., 1915, viii, 528. 

Jervey advocates immediate ligation of the bleed- 
ing vessels following a tonsillectomy, and for this 
purpose employs a Rosenheim tonsil haemostatic 
forceps and his own throat ligation forceps. The 
Rosenheim forceps have a groove on the point of one 
jaw to hold the ligature, and the ligation forceps are 
fitted at the end with broken circles placed at right 
angles to the shaft and so constructed as to open 
about. two-thirds of an inch when the handles are 
closed. The procedure is as follows: 

The Rosenheim forceps armed with a ligature 
being in place, the first half of the knot is tied. 
Just above this, the ends of the ligation forceps are 
easily threaded on the free strands of the ligature; 
the ligation forceps are carefully pushed down with 
the threaded strands approximately parallel with 
the Rosenheim forceps, and the half of the knot 
which has been turned slides ahead easily, gradually 
tightening down to the front where the ligature is 
to be permanently placed. The assistant makes 
gentle traction on the hemostatic instrument; the 
ligation forceps are pushed slightly beyond the lat- 
ter’s tip and the knot is tightened simply by firmly 
opening and closing the handle of the ligation for- 
ceps while strong countertraction is made on both 
free strands of the ligature held in the other hand. 
The second half of the knot is completed in the 
same way. Orto M. Rorrt. 


Haseltine, B.: Tonsil Surgery and Voice Function. 
J. Ophth., Otol. & Laryngol., 1915, xxi, 607. 

The prevailing confusion regarding this topic, 
the author believes to be due to the following factors: 

1. Articles upon the subject are usually written 
to prove or disprove some pet notion of the particular 
writer and generally with no clear distinction be- 
tween established fact and airy theory. 

2. Medical writers, as a rule, think only in terms 
of localized anatomy and physiology, with no ade- 
quate conception of voice production as an expres- 
sion of the entire physical and psychical personality. 

3. So much of the damage admittedly due to un- 
wise, imperfect or bungling surgery has been charged 
against surgery, per se, that conclusions based upon 
reported results in such cases are usually of no value. 

The author further states his belief in the proposi- 
tion that the abnormal tonsil is a hindrance to voice 
function, not only because of the local factors con- 


cerned but because of the depressing effect of ton- 
sillar infection upon the system. As a corollary 
he states that improved vocal quality and power 
noted by singers after removal of diseased tonsils is 
often due as much to increased vigor and virility 
as to changes in the throat itself. 

Conditions necessary for material voice improve- 
ment following tonsil surgery are: (1) voice imper- 
fection must be due directly or indirectly to tonsil 
disease; (2) the tonsils must be completely removed 
without injury to the other tissues of the pharynx; 
(3) the after-care must be such as to preserve and if 
possible increase the flexibility of the accessory 
voice-producing structures. Orro M. Rorr. 


MOUTH 


Abbe, R.: Cancer of the Mouth. JW. Y. M.J., 1915, 
cii, I. 

Continual irritation of any part of the sensitive 
body tissue localizes the outbreak of cancer, if 
indeed, it be not the actual cause. The author 
quotes a great surgeon of a century ago as saying: 
“Surgery is useless if the patient is saturated with 
rum and tobacco.” 

From the histories of the last 100 cases occurring 
in his practice, Abbe makes the following summary: 
The tongue showed a precancerous condition in 36; 
inside the cheek 15; gum 21; lip 14; throat 14. 
Ten of the cases were in women, go in men. 

All of the men were heavy smokers except one 
who had cancer of the lip occurring in an old scar 
from a baseball injury. 

One of them denied the use of cigars but acknowl- 
edged that he smoked one or two packages of 
cigarettes daily. Many of them used pipes, which 
often caused cancer to begin where the pipe end 
allowed the hot smoke to strike the tongue. 

In another review the author found 36 tongue 
cancers in smokers of cigarettes, only one was a 
woman who smoked one package daily. One of the 
worst cases of tongue cancers was in a woman who 
dipped her toothbrush in snuff and rubbed it briskly 
upon her tongue enjoying the stinging sensation 
produced. In three women cancer of the tongue was 
attributed to rough teeth; another used very hot 
coffee and frequently burned her tongue. 

The author charges nine-tenths of mouth cancers 
to the use of tobacco, there being a difference in 
individuals as to the tolerance of nicotine. Of the 
100 cases studied 13 chewed tobacco as well as 
smoked, of the 13 all developed cancer either inside 
the cheek where the quid was held or on the con- 
tiguous tongue and palate. 

One cancer of the tongue began opposite large 
gold and amalgam fillings, possibly induced by a 
galvanic current. 

The author believes that overindulgence in both 
stimulants and tobacco is becoming less, as business 
men have recognized the danger of one, and it is the 
duty of medical men to emphasize the danger of the 
other. H. A. Ports. 
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Roy, D.: Partial Paralysis of the Soft Palate Fol- 
lowing Removal of Tonsils and Adenoids. 
Laryngoscope, 1915, Xxv, 361. 

A study of the literature of the last few years 
reveals the fact that although many observers have 
reported cases showing the ill-effects upon the 
throat following the radical removal of tonsils and 
adenoids none have mentioned the sequela, paresis, 
or paralysis of the soft palate. 

The attention of the author was called to this 
sequela by a case in his own practice, in which 
paresis appeared ten days after operation and 
continued for two months. The paresis may have 
been due to an intestinal toxemia, chorea, or to 
micro-organisms from the nasopharynx gaining 
portals of entrance through abrasions of the posterior 
surface of the soft palate. 

The author advises each operator to adopt a 
technique by which he can accomplish the best 
results and leave the throat in as normal a condition 
as possible. He cautions against the removal of 
adenoids unless they are a menace to the physical 
well being of the child and against injury to the 
posterior surface of the soft palate by too large 
an instrument or faulty manipulation of the finger 
or instrument in the nasopharynx. 

ELLEN J. PATTERSON. 


Hybbinette, S.: Treatment of Congenital Defects 
of the Palate (Beitriige zur Frage von der Behand- 
lung angeborener Gaumendefekte). Nord. med. 
Ark., Stockholm, 1914, xlvii, No. 15. 


The author calls attention to the fact that while 
the anatomical results after operation for cleft 
palate are very good, frequently the functional 
results are not nearly so satisfactory, and he em- 
phasizes the importance of systematic speech exer- 
cises after the operation, with massage of the palate 
at the same time. 

There are three different methods of operation in 
common use at the present time. Brophy’s method 
can only be used in infants up to three months old. 
At first the two sides of the hard palate are pressed 
together and held in this position with two or three 
wire sutures. At a second operation the soft palate 
is sutured. Disadvantages of the operation are its 
high mortality and injury to the rudiments of the 
teeth which is frequently observed. ‘The author 
has only operated on one case by this method, and 
the results were not entirely satisfactory. Lane’s 
method is more commonly used; it is similar to the 
one proposed by Krimer in 1824. Lane too advises 
operation as soon as possible after birth. A large 
flap is made on one side, which is turned 180° and 
then shoved under a loosened flap on the other side 
and sutured. The author has operated by Lane’s 
method twice on children two months old. In the 


one patient that he has been able to examine since, 
the result was very good. 

The method most frequently used is that of 
Langenbeck. The author has applied it in 7 cases. 
In one case with a very wide cleft he used a method 
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that is a combination of Lane’s and Langenbeck’s. 
He has used this combination in 8 cases with very 
good results, selecting cases in which Langenbeck’s 
method had been unsuccessfully used or those in 
which the cleft was so wide that it was improbable 
that it would succeed. A flap was made on one side 
that was turned 180° and sutured to a flap on the 
other side formed by Langenbeck’s method. The 
anatomical and functional results were good in all 
these cases. ‘This method has previously been used 
by Moschowitz who has published 14 cases. 
A. Goss. 


Thompson, G. S.: Nasal Flap and Modified Langen- 
beck Operation for Cleft Palate. M.J. Austral., 
1915, i, 475. 

With a view of avoiding the common yielding of 
the line of sutures which is due to infection, tension, 
or both, particularly the latter, the author advises 
the following operation which has the advantage 
of non-interference with the blood supply: 

Flaps are made from the upper aspects of the hard 
and soft palates and turned down into the mouth, 
being united in a V-shaped manner, the raw surfaces 
of the flaps apposing each other. By means of a 
graduated series of knives and raspatories a flap of 
any desired width can be made. ‘The width of the 
flap having been determined, a suitable knife is in- 
serted via the mouth through the cleft into the nasal 
chamber. It is drawn with some force through the 
mucoperiosteum of the nasal floor from end to end, 
the shaft of the knife being kept in contact with 
the long edge of the cleft, the flaps being then libera- 
ted from the bone and brought down into the mouth 
and united by a few mattress sutures vertically 
placed, the edge being secured by a continuous cat- 
gutsuture. In this way the lateral incisions and ele- 
vation of the periosteum of the roof of the mouth are 
avoided, conserving the blood supply. ‘This proced- 
ure is for the hard palate. 

In regard to the soft palate, a very necessary 
but most defective step undertaken in present-day 
operations is the inevitable section of the tensor 
and even the levator palati and the separation of the 
nasal portion of the soft from the hard palate. 
These two factors probably account for the greater 
part of the common after-trouble in phonation. 
This the author seeks to overcome in the same man- 
ner as in the hard palate by drawing the tip of the 
soft palate forward on to the hard palate and making 
a longitudinal incision on its nasopharyngeal sur- 
face through half its thickness. The incision fol- 
lows the nasal section of the hard palate. The 
flaps are raised and brought down into the mouth, 
two palatal incisions being united at the posterior 
border of the soft palate by curved scissors. This 
converts them into one long incision and the flap 
extends on the upper aspect of the hard and soft 
palates along the whole length of the fissure. By 
this means the blood supply is conserved, the muscles 
are scarcely interfered with, and tension is avoided. 

H. A. Ports. 
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Hecker, F.: The Study of 250 Stained Blood-Films 
in Pyorrhoea Alveolaris. A. J. Med. Sc., 1915, 
cxlix, 889. 

This study is reported to show that tinctorial 
changes and increase of the large lymphocytes are 
common findings in stained blood-films made from 
patients affected with pyorrhaa. 

The differential count showed an increase in the 
large lymphocytes and the irritation forms of 
Ehrlich, while the polymorphonuclear neutrophiles 
and small lymphocytes were diminished in number. 

For the past two and one-half years the author 
has made a routine blood-film examination of all his 
patients suffering from pyorrhoea, the findings as 
well as the clinical picture being recorded. Wright’s 
blood stain was used as described by him. 

The interesting features noted were the wide 
variation of the stained nuclei and cytoplasms of the 
leucocytes; the morphological changes of the nuclei 
and cytoplasm; the increase of the large lymphocytes 
and irritation forms of Ehrlich, with coincident 
decrease of the polymorphonuclear neutrophiles, and 
small lymphocytes. 

The polymorphonuclear neutrophiles were present 
in 45 to 60 per cent of cases; large lymphocytes in 
15 to 30 per cent; small lymphocytes in 5 to 15 
per cent; eosinophiles in 1 to 3 per cent; mast-cells 
in 1 to 2 per cent; transitionals in 1 to 3 per cent; 
irritation forms in 3 to 10 per cent; degenerates 
variable in number. 

The large lymphocytes showed a wide variation 
in the intensity and shade of the nuclei, varying 
from intense reddish violet to pale, or from intense 
blue to very pale blue. In other specimens the 
nuclei were faintly stained and at times scarcely 
discernible. The nuclei contained granules of 
variable size and shape having no definite arrange- 
ment, .as a rule staining in the same manner as the 
nuclei but slightly darker. 

The cytoplasms also presented variations in 
staining qualities, some being reddish violet while 
others in the same field were pale blue. They varied 
in size and shape as well; in some the nucleus was 
centrally placed, in some eccentrically, varying from 
round to semilunar in shape. 

The nuclei of the polymorphonuclears showed 
variations in staining quite similar to the large 
lymphocytes, at times the nuclei being formed free 
from surrounding cytoplasms. Within the nuclei 
granules and dust were found which stained much 
the same as the granules of the large lymphocytes. 

These changes and others, together with the 
changed proportion of the different varieties of 
leucocytes may form a basis of study as to the cause 
of pyorrhoea alveolaris. H. A. Ports. 


Fossier, A. W.: Pyorrhoea Alveolaris as a Cause of 
Systemic Disturbances. N.Y. 1915, cii, 
286. 


The author is of the belief that many cases of 
septic fever of unknown origin and conditions 
diagnosed as malignant endocarditis as well as 


many deaths attributed to acute septicemia would 
have been correctly diagnosed if the oral cavity had 
been examined. He deplores the fact that the 
oral cavity receives little attention from physicians, 
that it is ignored by our textbooks and colleges. 

His review of the literature revealed many deaths 
due to alveolar abscess, tooth extraction, and septic 
oral conditions. 

The first fatal case reported due to decayed teeth 
was by Vigla in 1839. 

Chassaignac in 1859 called attention to the pos- 
sibility of general septicamic infection produced by 
putrid products of the gums. Lejars in 1895 spoke 
of a dental cachexia. W. D. Miller in 1890 dis- 
proved the idea that bacteria and putrid matter 
were destroyed in the stomach, it being true that 
they are destroyed by the gastric juices, but the 
stomach when at rest is free from its secretion. 

Hunter’s thesis of 1904 is reviewed and conclusions 
drawn, the substance of which is that streptococcic 
and staphylococcic infections any where in the body 
may have their origin in the oral cavity. 

C. H. Mayo interestingly stamps pyorrhoea as 
the cause, not the result, of systemic disturbances. 
Appendicitis being caused by septic oral conditions 
has been confirmed by the bacteriological investiga- 
tions of Lauz and Tavel. 

Tabulations of cases reported show that tooth 
extraction has a comparatively high death-rate and 
that all cases presenting pus should be afforded 
free drainage until danger from infection has passed. 

Two cases are reported, one a woman of 26 years, 
who had formerly been healthy and whose history 
was negative. She had occasional attacks of head- 
ache and languor, was anemic, and had two attacks 
of arthritis. The author was called to see her on the 
seventy-eighth day of continuous fever. Two 
weeks previous she had had a misplaced tooth ex- 
tracted. Drugs, bacterins, and phylacogen had 
been given to no avail. A dental surgeon was called 
who found pyorrhoea quite general in her mouth. 
She had retinal and skin haemorrhages. Her con- 
dition improved under general mouth hygiene, but 
a radical treatment was not instituted on account 
of her condition and low vitality. She succumbed 
after two attacks of purpura. 

The other case was one of chronic pleurisy with 
empyema, which recovered after resection of two 
ribs. As no other cause could be found, an existing 
pyorrhoea was taken to be the etiological factor. 

Leebknecht of Berlin mentioned two unpublished 
cases, one a nun who died three months after tooth 
extraction, the other a nurse, who expired six weeks 
after a slight operation. Both suffered from 
pyorrhoea alveolaris. At autopsy small abscesses 
were found in every organ. H. A. Ports. 


Turner, J. G.: Recent Work on Dental Surgery. 
Practitioner, 1915, xciv, 885. 
Turner reviews the work recently done in dental 
surgery some of which is abstracted as follows: 
ZENDER asserts that by means of a stereogram- 


| 
| 
| 
| 
| 
| 
q 


564 


matical method, using X-rays, he can reconstruct, 
practically within a fraction of a millimeter. the 
bones of human beings, and will use this method to 
ascertain the reality of a falsity of claim made by 
some to widen the floor of the nose and straighten 
the septum by expansion of the dental arch. 

HENDERSON reports numerous casés of erratic 
hallucinations following the use of cocaine as a 
local anesthetic, even when indured by pressure 
into the dental pulp, and warns practitioners against 
its use unless a third person is present. 

CaILLow describes a method of facial restoration 
by means of a preparation of formalized gelatine 
thickened with kaolin, the false part is calored 
and fixed in place by means of a varnish cement. 

MorEAvux advocates the treatment of chronic 
suppuration of the antrum by means of heated 
iodoform introduced through a tube passed through 
the socket of an extracted tooth. 

Frec believes there is a relationship between 
tuberculosis and dental cysts. 
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ZNAMENSKY argues that pyorrhoea alveolaris 
begins as an osteoparesis and that it is a sequence of 
arteriosclerosis. H. A. Ports. 


Bannes: Brain Abscess Following Anzsthesia for 
Dental Purposes (Gehirnabscess nach Zahner- 
krankung; Misserfolg der Leitungsaniisthesie). 
Med. Klin., Berl., 1915, xi, 392. 


Bannes describes a case in which the mandibular 
branch of the trifacial was anesthetized with novo- 
caine-suprarenin for the purpose of extracting 
several teeth which were in very bad condition. 
Severe pain along the course of the nerve developed 
soon after and within two months the patient died 
of brain abscess. As perfect asepsis in the mouth 
is almost impossible he thinks it probable that the 
infection was carried into the nerve sheath during 
the anesthesia; he believes that this form of anzs- 
thesia is absolutely contra-indicated in infectious 
processes in the neighborhood of the mandibular 
foramen. A. Goss. 
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A simple and efficient head bandage. 
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